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for hospitals has always been more or less 

guesswork. Set rules or standards based on 
actual requirements have been lacking. Elevator 
manufacturers have made studies of the service 
required of elevators in practically all other types 
of buildings and the traffic problems are known 
to an accurate degree. Generally, hospitals have 
not been analyzed—principally because the traffic 
is complex and the requirements of the vertical 
transportation vary greatly, depending upon the 
types of service rendered, the kind of building, 
and the allocation of the various departments. 


Te selection of proper vertical transportation 


The purpose of this article is to clarify some of 
the fundamental principles that should be consid- 
ered in the selection and location of the vertical 
transportation in a hospital. To form a back- 
ground for this, a careful study has been made 
of all that happened on the elevators of four dif- 
ferent hospitals in Chicago. Everything that hap- 
pened on these elevators over a twenty-four-hour 
period, was clocked and checked and the accom- 
panying graphs show some of the results. This 
study shows that the vertical transportation can 
be divided into three groups: (1) Interior; (2) 
Exterior; and (3) Vehicles. The first group in- 
cludes all the people who belong to the hospital 
personnel, nurses and employees, doctors and in- 
terns. The second group is made up of the pa- 
tients, their visitors, and outside business visitors 
such as delivery men and salesmen. The third 
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group is made up of the stretcher carts, wheel 
chairs, and all kinds of trucks. 


Interior Traffic 


In almost all other types of buildings used by 
the public, the outsiders coming into the building 
become the governing problem for the elevators. 
This is not necessarily true with hospitals—the 
traffic studies in these four hospitals indicate that 
the interior traffic is more of a factor than the 
exterior traffic. In fact, the interior traffic plus 
the wheeled vehicles make up 75 per cent of the 
traffic in the four hospitals studied. This is im- 
portant to the hospital budget, because almost all 
of the people that make up this interior traffic, or 
accompany the wheeled vehicles, are on the hos- 
pital payroll or are directly interested in render- 
ing service to the patients. Efficient handling of 
this traffic means minutes saved and better service 
to the patients. 


The source and destination of this traffic de- 
pends upon the location of the departments in 
relation to each other. There is considerably more 
intercourse between the various departments in a 
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hospital than most executives realize, and the indi- 
cations are that this intercommunication will be 
even greater in the future. New methods and pro- 
cedures are bringing all the departments into 
closer contact with each patient. The amount of 
this interior traffic that will use the elevators de- 
pends upon the efficiency of the elevators; if the 
waits for elevators are long, the stairs become 
a temptation. Well-located stairways will aug- 
ment insufficient elevator service, but when the 
stairs are used, the time and energy of the per- 
sonnel are sacrificed, traffic control suffers and 
there will be unnecessary wandering through the 
building by the personnel. The peak loads of 
this interior traffic come at the changing of shifts 
and at meal times. If the elevators handle this 
traffic with precision and dispatch, many hours of 
paid-for time are saved. 


It cannot be definitely proven that the hospital 
personnel can be reduced if the elevators are all 
that they should be, however, the results of the 
study in these four hospitals indicate that it is 
certainly a possibility. There is a definite amount 
of work to be done in a hospital to properly service 
the patients. If the personnel waste their time 
waiting for elevators or climbing stairs, one of 
two things happens, more personnel will be re- 
quired or the service to the patients suffers. Un- 
fortunately, this item of service to the patients is 
hard to efficiently measure and compare. It be- 
comes a personal experience of each patient and 
frequently is warped by the personalities of the 
individuals rendering the service. 


Exterior Traffic 


The exterior traffic is made up mostly of vis- 
itors, and the peak loads come at the visiting 
hours. The more strictly the visiting must be 
controlled, the more necessary it becomes for the 
control to be handled through the elevators. The 
location of stairs affects the elevators, because vis- 
itors will try to use them if the waiting period for 
elevators is long or the stairs can be used to cir- 
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cumvent the visiting rules. It is almost impos- 
sible to control the visitors satisfactorily in a 
building where the stairs can be used to reach the 
patient floors. If the visitors are required to use 
the elevators, a check system can be used without 
too much irritation. In three of the hospitals 
studied, the stairs were located near the elevators 
and they reduced the elevator load quite a degree. 
They were used particularly by visitors going up 
or down just one floor—however, in these hos- 
pitals, the directors were complaining of their lack 
of control of visitors. In the other hospital the 
stairs were purposely put out of the way so as not 
to encourage their use. The difference in the use 
of the elevators was quite noticeable, and the con- 
trol of the visitors was positive and effective. 


Vehicle Traffic 


The vehicle traffic is a serious handicap to slow- 
moving elevators, because they must complete 
their delivery of the vehicles before they can han- 
dle any of the other traffic with any degree of 
satisfaction. In the hospitals studied, the num- 
ber of vehicles handled is different, because in 
one the food is all sent to the nursing floors in 
trucks handled on the elevators. In the others, 
separate service lifts are used to transport the 
food. The systems for handling linens, supplies, 
and rubbish are factors in establishing the num- 
ber of vehicles to be taken up and down. Ele- 
vators that must handle a volume of vehicle traf- 
fic, as well as other traffic, will cause much wait- 
ing and probable irritation to the visitors who 
may be the future patients. In an endeavor to 
reduce all the vertical transportation to a common 
denominator, it is estimated that one wheeled 
vehicle is equal to about five persons, in time con- 
sumed. 


Elevator Specifications for Buildings of Two 
or More Stories 


In buildings of two stories and basement, where 


Hospita. N@ |. 
Tora, Tearrmic - INTeeoR. Exremioe & VEHICULAR on Born Elrvaroes. 


{Proce 


Ae ; 


oa ketad 4 EAs 





























Exrernioe. 
Inrerron. 
Bit: » BATS Se 
[30] is 
Ua. MMM 2 Lcd 
orr, On. 
a be = is i+ 7 ae ns pm 
Figure No. 2 


HOSPITALS 





ee ee a ae a oe a. 


=P © OO 





the entrances admit almost all of the people to the 
first floor, the stairs should be placed so that they 
can and will be used. This relegates the elevators 
to handling patients, trucks, etc., and calls for 
certain elevator specifications, let us call them 
Type “cA? 


In buildings of more than two stories, the stairs 
should be considered as emergency exits from the 
floors and all the traffic should be forced to flow 
through the elevators. Elevators to handle this 
service, Type “B” differ greatly from Type “A.” 


Elevators Should Be Near the Center of Patient 
Population 


The location of the elevators is probably the 
most important decision to be made and is Prin- 
ciple No. 1. On each nursing floor there is a 
center of the patient population, and usually in a 
multi-story building these centers will be directly 
over each other. The elevators should be as near 
to these centers as possible, thus reducing the 
walking on the floors toa minimum. The farther 
away from these centers the elevators are placed, 
the greater amount of time is consumed in walk- 
ing to and from the elevators. Pedometers have 
proven that the average nurse walks about five 
feet per second so that it is not hard to figure the 
professional hours lost by unnecessary walking 
from improperly located elevators. 


In the past, many hospitals have been built in 
sections and it has usually been the custom to put 
a new elevator in each section. This policy sepa- 
rates the vertical transportation, and as was very 
evident in one of the hospitals, concentrates most 
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HOSPITAL ELEVATORS 








CLASS “A” CLASS “B” 
Load 3000 3500 
Speed 100 250* 
Platform 
Size 5'4”x8'0"** 5'8”x8'4"** 
Car & 
Hoistway 
Doors 2-Speed, 3'8”x7'0” | 2-Speed, 3'8”x7’0” 
Door Power operated pre-| Power operated pre- 
Operation ferred ferred 
Control Push Button with|Collective Push But- 
Automatic Self-| ton with Attendant 
Leveling Operation and Au- 
tomatic Self-Level- 
ing 
Machine Located overhead if | Located overhead with 
possible with} sound - proofing — 
sound - proofing—}| generator voltage 
Resistance Control} control 











Large metropolitan hospitals will require higher speed 
elevators and high-speed door operation. 
*This speed satisfactory up to approximately 6 floors. 
**These sizes taken from Engineering Standards of the 


National Elevator Manufacturing Company, Inc. 











of the work on the best located elevator. Such 
decentralized elevators eliminate the advantages 
of a bank of elevators and makes the waiting in- 
tervals almost as long as they would be if only 
one elevator were in the building. The sprinkling 
of elevators all over a building also makes control 
of visitors difficult. 


The elevators in a hospital should be thought of 
as a trunk of a tree, and the various wings of the 
building should radiate from them like branches. 
The various service departments become the roots 
and should be arranged to supply the trunk with 
all their products with the minimum amount of 
horizontal travel and confusion. The size of the 
trunk (number of elevators) is dependent upon 
the number of patients. If Principle No. 1 is cor- 
rectly handled, the number of elevators can be 
determined from chart No. X subject to modifica- 
tions as required to satisfy Principles 2 and 38. 


From the hospitals studied the maximum peak 
came between 10 and 11 in the morning. Reduc- 
ing the figures for the hospitals to a common de- 
nominator, the elevator traffic in equivalent per- 
sons was eight-tenths per bed to be handled in a 
fifteen minute period. However, remember that 
in two of the three hospitals the stairs were used 
considerably, therefore, if the elevators are to 
really function, it would be safer to allow one 
person per bed which was the load in the hospital 
where the stairs were not used. This all means 
that in a 100 bed hospital, 100 persons or the 
equivalent of them must be handled on the eleva- 
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hospital than most executives realize, and the indi- 
cations are that this intercommunication will be 
even greater in the future. New methods and pro- 
cedures are bringing all the departments into 
closer contact with each patient. The amount of 
this interior traffic that will use the elevators de- 
pends upon the efficiency of the elevators; if the 
waits for elevators are long, the stairs become 
a temptation. Well-located stairways will aug- 
ment insufficient elevator service, but when the 
stairs are used, the time and energy of the per- 
sonnel are sacrificed, traffic control suffers and 
there will be unnecessary wandering through the 
building by the personnel. The peak loads of 
this interior traffic come at the changing of shifts 
and at meal times. If the elevators handle this 
traffic with precision and dispatch, many hours of 
paid-for time are saved. 


It cannot be definitely proven that the hospital 
personnel can be reduced if the elevators are all 
that they should be, however, the results of the 
study in these four hospitals indicate that it is 
certainly a possibility. There is a definite amount 
of work to be done in a hospital to properly service 
the patients. If the personnel waste their time 
waiting for elevators or climbing stairs, one of 
two things happens, more personnel will be re- 
quired or the service to the patients suffers. Un- 
fortunately, this item of service to the patients is 
hard to efficiently measure and compare. It be- 
comes a personal experience of each patient and 
frequently is warped by the personalities of the 
individuals rendering the service. 


Exterior Traffic 


The exterior traffic is made up mostly of vis- 
itors, and the peak loads come at the visiting 
hours. The more strictly the visiting must be 
controlled, the more necessary it becomes for the 
control to be handled through the elevators. The 
location of stairs affects the elevators, because vis- 
itors will try to use them if the waiting period for 
elevators is long or the stairs can be used to cir- 
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cumvent the visiting rules. It is almost impos- 
sible to control the visitors satisfactorily in a 
building where the stairs can be used to reach the 
patient floors. If the visitors are required to use 
the elevators, a check system can be used without 
too much irritation. In three of the hospitals 
studied, the stairs were located near the elevators 
and they reduced the elevator load quite a degree. 
They were used particularly by visitors going up 
or down just one floor—however, in these hos- 
pitals, the directors were complaining of their lack 
of control of visitors. In the other hospital the 
stairs were purposely put out of the way so as not 
to encourage their use. The difference in the use 
of the elevators was quite noticeable, and the con- 
trol of the visitors was positive and effective. 


Vehicle Traffic 


The vehicle traffic is a serious handicap to slow- 
moving elevators, because they must complete 
their delivery of the vehicles before they can han- 
dle any of the other traffic with any degree of 
satisfaction. In the hospitals studied, the num- 
ber of vehicles handled is different, because in 
one the food is all sent to the nursing floors in 
trucks handled on the elevators. In the others, 
separate service lifts are used to transport the 
food. The systems for handling linens, supplies, 
and rubbish are factors in establishing the num- 
ber of vehicles to be taken up and down. Ele- 
vators that must handle a volume of vehicle traf- 
fic, as well as other traffic, will cause much wait- 
ing and probable irritation to the visitors who 
may be the future patients. In an endeavor to 
reduce all the vertical transportation to a common 
denominator, it is estimated that one wheeled 
vehicle is equal to about five persons, in time con- 
sumed. 


Elevator Specifications for Buildings of Two 
or More Stories 


In buildings of two stories and basement, where 
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the entrances admit almost all of the people to the 
first floor, the stairs should be placed so that they 
can and will be used. This relegates the elevators 
to handling patients, trucks, etc., and calls for 
certain elevator specifications, let us call them 
Type “A.” 


In buildings of more than two stories, the stairs 
should be considered as emergency exits from the 
floors and all the traffic should be forced to flow 
through the elevators. Elevators to handle this 
service, Type “B” differ greatly from Type “A.” 


Elevators Should Be Near the Center of Patient 
Population 


The location of the elevators is probably the 
most important decision to be made and is Prin- 
ciple No. 1. On each nursing floor there is a 
center of the patient population, and usually in a 
multi-story building these centers will be directly 
over each other. The elevators should be as near 
to these centers as possible, thus reducing the 
walking on the floors toa minimum. The farther 
away from these centers the elevators are placed, 
the greater amount of time is consumed in walk- 
ing to and from the elevators. Pedometers have 
proven that the average nurse walks about five 
feet per second so that it is not hard to figure the 
professional hours lost by unnecessary walking 
from improperly located elevators. 


In the past, many hospitals have been built in 
sections and it has usually been the custom to put 
a new elevator in each section. This policy sepa- 
rates the vertical transportation, and as was very 
evident in one of the hospitals, concentrates most 
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HOSPITAL ELEVATORS 














CLASS “A” CLASS “B” 
Load 3000 ' 13500 
Speed 100 250* 
Platform 
Size 5’4”x8'0"** 5'8"x8'4"** 
Car & 
Hoistway 
Doors 2-Speed, 3'8”x7'0” | 2-Speed, 3’8”x7’0” 
Door Power operated pre-| Power operated pre- 
Operation ferred ferred 
Control Push Button with| Collective Push But- 
Automatic Self-| ton with Attendant 
Leveling Operation and Au- 
tomatic Self-Level- 
ing 
Machine Located overhead if | Located overhead with 
possible with| sound - proofing — 
sound - proofing—}| generator voltage 
Resistance Control} control 





Large metropolitan hospitals will require higher speed 
elevators and high-speed door operation. 
*This speed satisfactory up to approximately 6 floors. 
**These sizes taken from Engineering Standards of the 


National Elevator Manufacturing Company, Inc. 











of the work on the best located elevator. Such 
decentralized elevators eliminate the advantages 
of a bank of elevators and makes the waiting in- 
tervals almost as long as they would be if only 
one elevator were in the building. The sprinkling 
of elevators all over a building also makes control 
of visitors difficult. 


The elevators in a hospital should be thought of 
as a trunk of a tree, and the various wings of the 
building should radiate from them like branches. 
The various service departments become the roots 
and should be arranged to supply the trunk with 
all their products with the minimum amount of 
horizontal travel and confusion. The size of the 
trunk (number of elevators) is dependent upon 
the number of patients. If Principle No. 1 is cor- 
rectly handled, the number of elevators can be 
determined from chart No. X subject to modifica- 
tions as required to satisfy Principles 2 and 3. 


From the hospitals studied the maximum peak 
came between 10 and 11 in the morning. Reduc- 
ing the figures for the hospitals to a common de- 
nominator, the elevator traffic in equivalent per- 
sons was eight-tenths per bed to be handled in a 
fifteen minute period. However, remember that 
in two of the three hospitals the stairs were used 
considerably, therefore, if the elevators are to 
really function, it would be safer to allow one 
person per bed which was the load in the hospital 
where the stairs were not used. This all means 
that in a 100 bed hospital, 100 persons or the 
equivalent of them must be handled on the eleva- 
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tors every fifteen minutes during the peak load. 
Since each trip averages about five persons during 
this time, it is easy to figure the number of trips 
required. Twenty trips for every fifteen minutes. 
The length of time required to make a trip de- 
pends upon the number of floors, the speed of the 
elevator, and the operation of the doors and gates. 
The best equipment will require about a minute 
per trip (either up or down). 


From this rough calculation, it is evident that 
one elevator cannot successfully handle the traffic 
in a 100 bed hospital. In any hospital of over 
two stories, not less than two elevators are 
recommended, because nothing is so irritating as 
signs of “out of order, please use the stairs.” 


Type of Service Affects Number and Kind 
of Elevators 


Principle No. 2 is predicated on the types of 
service to be used. How is the food handled? 
How and where are emergency and accident cases 
handled? How are the out-patients handled? 
How are the patients needing wheel chairs ad- 
mitted? These and other services affect very 
directly the number and kind of elevators and 
may increase or decrease the number of elevators 
needed. 


After watching the confusion on the elevators 
at meal time in the studied hospitals, it seems 
that separate food lifts should always be recom- 
mended to be assigned to the dietary department 
and used for nothing else. There are three meals 
to be served 365 days of the year and nothing is 
more annoying to the patients than to be kept 
waiting for their trays. They know when to ex- 
pect them, have little else to look forward to and 
any delays become greatly exaggerated. Where 
the food must use vertical transportation in com- 
mon with other services, there will be tie-ups with 
emergency cases coming in at just the wrong time, 
or special visitors or groups of people who cannot 
be pushed aside unceremoniously. 
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We suggest that all the services and circula- 
tions be studied and mapped out before the eleva- 
tor equipment is selected. The exact number and 
kind of elevators to best handle each particular 
building problem cannot be definitely selected 
from a chart, principally because every hospital 
will differ from all the rest in many respects. For 
example, if the plan demands that the out-patients 
must be handled on the elevators, the elevator 
requirements are quite different from one in 
which the out-patients come and go without re- 
quiring vertical transportation. There are cases 
where the out-patients load dictates the elevator 
requirements. 


The location of the x-ray department, labora- 
tory, surgery, and maternity department, in rela- 
tion to each other and to the nursing areas, affects 
the vertical transportation and becomes an impor- 
tant factor in the final selection of proper eleva- 
tors. For example, quite frequently patients in 
great discomfort must be taken to and from the 
x-ray department and any unnecessary delay in 
elevator service should be avoided. An elevator 
selected and used for patients only (on carts or in 
wheel chairs), for this traffic between depart- 
ments may be quite essential in some buildings. 
Progress can be made toward the actual selection 
of the elevator equipment when the probable 
amount of vertical transportation is determined 
from the full study of the questions set up by 
Principle No. 2 and not safely before. 


Type of Elevator Operators Available an 
Important Consideration 


Principle No. 3 revolves around the class and 
type of elevator operators to be employed, and a 
careful study should be made before the final se- 
lection of the elevator equipment. Is there a 
supply of efficient and yet cheap elevator opera- 
tors available? In some of our larger cities 
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where there are students working their way 
through school, such help can be obtained and in 
these cases the installation of operatorless eleva- 
tors is sometimes questionable. Also the demands 
of labor unions, if the hospital is unionized, will 
have to be considered. The problems of mainte- 
nance must also be remembered, every elevator 
requires regular maintenance. The more “human” 
the elevator becomes, the more complex the con- 
trols, and it is not reasonable to expect the aver- 
age “handyman” to keep them in order. Almost 
all manufacturers have efficient service depart- 
ments; if the elevators come within the radius of 
their service calls, the complex controls of efficient 
elevator equipment is not a drawback to their 
selection. 


Changing Conditions Affect Requirement of 
Vertical Transportation 


In years gone by, the elevators put into hos- 
pitals were usually of the slow type and quite 
frequently the machines were undersized and in- 
capable of handling the maximum loads that the 
cars would hold. This is not surprising because 
hospitals’ available funds have usually been low 
and naturally it has been necessary to resort to 
the cheaper equipment to handle their vertical 
transportation. These elevators are just as good 
as they ever were (allowing for proper mainte- 
nance) but the requirements of the vertical trans- 
portation are changing. Previously when patients 
came into the hospital, they were put to bed and 
there they stayed until they were ready to go 
home, but now procedures are different, trips to 
the x-ray and therapy departments are required 
of nearly all patients; representatives of the 
laboratories, dietary department, and clinical ser- 
vices visit the patients; more doctors and in- 
terns per patient are seen, and altogether the pa- 
tients are given considerably more attention from 
the entire hospital staff. This is still on the in- 
crease and as techniques improve more traffic 
will be the result. Consequently elevators that 
may have served a hospital fairly well when first 
installed find themselves unable to cope with 
present-day traffic demands. 


When questioned, we find that almost all hos- 
pital executives are dissatisfied with their present 
vertical transportation. This is not the elevator 
manufacturer’s fault, it is the result of changing 
conditions. If a hospital is going to keep up with 
the progress made in nursing and medical tech- 
nique in the care of its patients, it must modernize 
its elevators along with its modernization of the 
x-ray department, surgery, or any other improve- 
ments. Automobiles of the 1900 vintage cannot 
cope with the present traffic on the road, and 
neither can the old type of elevator cope with the 
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present hospital traffic. Unfortunately, the dif- 
ference is not quite so evident to the layman. 


Precision of Control and Safeties Essential 


Just increasing the speed is not the solution, 
this will help but usually speed brings with it 
many problems that will offset the gain. Preci- 
sion of control and safeties that forestall the 
shortcomings of human nature are essential if the 
elevators are to function properly. 


In hospitals any elevator that is to be used by 
patients must make accurate stops at the floors. 
To obtain this, some sort of automatic leveling is 
required. Human decision of what is level and 
what is not, will not be satisfactory. Anyone who 
has ever ridden a stretcher cart on or off an 
elevator that was not level will confirm this re- 
quirement in no uncertain words. Besides, in- 
creasing the elevator speed is of no avail if the 
time is lost jockeying at the landings. 


The necessity for automatic leveling cuts down 
the use of the old car switch lever and thus we 
arrive at the idea of using push button control, 
even if operators are to be on the elevators at all 
times. The use of push button control does elimi- 
nate the necessity of operators at all hours and 
makes the elevator available for use by other 
members of the hospital staff. 


Push button controls vary greatly, and may be 
made to almost operate the car with selective 
precision. Whether it is to be “collective,” “selec- 
tive” or fully automatic are details that must be 
worked out for each particular installation, and 
with the manufacturer under consideration. 
Some of these items are covered by patents and 
it may not be possible for each manufacturer to 
exactly match the equipment of his competitor. 
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It has been argued that speedy elevators are 
detrimental to patients, which is quite true if the 
patients are conscious of the speed or subject to 
draft. Open hatches and open cabs, make the 
passing of floors at high speed very objectionable. 
But why have open hatches or open cabs, they 
have no advantages, in fact they are a real fire 
and smoke hazard and are responsible for much 
of the travel of odors and noise. It would be best 
to eliminate them in all buildings. 


The hatchway doors, and gates or doors on the 
cabs are very essentially a part of the elevators 
and no matter how complete the elevator, if these 
items do not function properly, the elevator ser- 
vice will fail. Due to the necessity of arranging 
these openings so that a fully made up bed can 
be rolled on and off the elevator, the openings have 
to be wider than normal requirements. Whether 
the hatchway doors shall be center-opening, two- 
speed side-opening, or three-speed doors, depends 
upon the hatchway problems and no definite 
recommendation can be made. The two-speed 
side-opening doors give very good results and 
when coupled to similar doors on the cab, work 
well together. In any event the cab doors should 
open the same as the hatchway doors. Note that 
we do not suggest gates on the cabs, we prefer 
doors, their action is more positive, they give less 
problems with catching fingers and clothes, and 
cut off vision of the hatch, reducing the conscious- 
ness of speed, and almost entirely eliminate 
drafts. The stops an elevator has to make is 
what consumes the time, and if the doors do not 
work conveniently and smoothly, efforts to im- 
prove the service will not avail much. Power 
operation of these items reduces the human ele- 
ment and speeds up their functioning. They can 
be made perfectly safe under power operation. 


Proper safety devices should be installed on 
all elevators so that the cars cannot be moved if 
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any door or gate is not fully closed and locked. 
It should not be possible to open any hatchway 
door unless the car is at the floor level. The 
power-operated hatch doors take care of this 
nicely, because no hand holes are needed and the 
latches are not accessible. 


In Conclusion 


From the studies made, it is quite evident that 
the location of the elevators and the arrangement 
of the plan around them is the most important 
factor in providing vertical transportation in hos- 
pitals. An easy flow of fhe traffic in and out of 
the cars without congestion on the floors is more 
important than speed, because more time can be 
lost in loading or unloading the cars than can ever 
be made up by increasing the speed of the eleva- 
tors. It is also quite evident that almost all 
hospitals are short of proper vertical transporta- 
tion, the traffic demands have changed. What 
to do with old buildings will require a careful 
study of each problem. No set program can be 
established. In some cases, old hatches can be 
used, in others new locations for the elevators 
may be necessary. In many cases, new elevators 
plus new shaft doors will help very much, but 
where so much money is to be spent, it should be 
ascertained definitely that the location of the ele- 
vators is correct. Further, as the cost of hospital 
service creeps up due to increased labor costs, it 
is well to remember that labor-saving machinery 
is a good investment. Elevators are certainly 
labor-savers, and hospitals properly equipped 
with them can offset some of the cost increases. 
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Preparing the Nurse for Community Service 
EFFIE J. TAYLOR 


cerned itself, almost exclusively, with the 

sickness care of patients in the hospital. 
We should recall in this connection that Florence 
Nightingale, in her Notes on Nursing written pos- 
sibly sixty or more years ago, said in alluding to 
the restricted idea of nursing: 


Ni comet EDUCATION, until recently con- 


“It has been limited to signify little more 
than the administration of medicines and the 
application of poultices. It ought to signify 
the proper use of fresh air, light, warmth, 
cleanliness, quiet, and the proper selection 
and administration of diet—all at the least 
expense of vital power to the patient.” 


The significance of the application of the bio- 
logical and physical sciences, and the laws of nu- 
trition and psychology is indicated to be of pri- 
mary importance in giving to patients the kind 
of care they need. Miss Nightingale continues: 


“The very elements of what constitute good 
nursing are as little understood for the well 
as for the sick. The same laws of health or 
of nursing, for they are in reality the same, 
obtain among the well as among the sick.” 


Notwithstanding her vision of over half a cen- 
tury ago, schools of nursing have given but little 
concern to the laws of health. Such teaching 
would necessarily include presenting to students 
at least some knowledge of the lives of patients 
in their daily environment, and the general laws 
which pertain to the promotion of health and the 
control of disease. 


Such knowledge in the past was looked upon 
as belonging in highly specialized postgraduate 
courses. In fact, today, many hospital authorities 
believe that the primary function of the school 
of nursing is only to teach the students to nurse 
the sick and to carry on activities concerned with 
the care of patients while in the wards of the 
hospital. 


Many of us may recall that in our own student 
days the only duties assigned to the pupils in the 
out-patient clinics were the preparation of equip- 
ment, the setting up of materials to be used dur- 
ing examination, the dressing and undressing of 
patients, and the recording of vital signs and 
weight. These activities constituted the sum total 
of the education of the student in a department 
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rich with information about the lives of people 
in the world outside. In fact, teachers in schools 
of nursing appeared to have a complex about at- 
tempting to give instruction relating to preven- 
tion and to the maintenance of positive health. 
This hesitation was due partly to lack of funda- 
mental knowledge on their own part, but it was 
also due to the fact that it was not considered to 
be the function of the school of nursing to in- 
clude such knowledge in the basic course. In con- 
sequence of the prevailing opinion and fear of 
infringement on a field outside the institution, the 
teaching was restricted to knowledge directly con- 
nected with the care of the patients within the 
hospital. 


Broadening the Nurses’ Vision 


Some of you may be familiar with ah admoni- 
tion frequently given to those striving ambitiously 
to grow beyond the limitations of their immediate 
environment, “Do be yourself.” In the mind of 
the critic, “being yourself” implies the contin- 
uance of behavior according to family or com- 
munity custom, saying the same thing every day 
in exactly the same way, attempting nothing new 
in manner or speech, in reactions, or in mode of 
life. Such adherence to custom is inhibiting, nar- 
rowing, and restricting to growth, and the victim 
is likely to succumb to an easy-going monotonous 
routine of life. But “being oneself” may have a 
different connotation. It has been described as 
“finding oneself,” which imposes search, adven- 
ture, experiment, and vision, in as far as one has 
the ability and the capacity to proceed. It is out 
of experiment, struggle, and ofttimes failure that 
new ideals are created, and it is out of such expe- 
rience that leaders are born. 


For a long time nursing education has at- 
tempted to be itself in the literal interpretation, 
but it is content no longer with an existence so 
static. Its vision has grown and it extends far 
beyond the walls of a hospital and the sick pa- 
tient in bed. It sees the patient before he en- 
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tered the hospital; it seeks to ferret out conditions 
predisposing to the illness; it includes the home 
with all its problems during the period of absence, 
and it follows the patient when he returns to his 
own or another environment, sometimes down- 
cast and discouraged with little hope for the fu- 
ture. This vision takes into consideration the 
social and financial problems of the patient and 
his family, and it aims to give the student nurse 
a picture of the cycle of complicated circum- 
stances involved in the illness of a human being 
obliged to seek for a period of time a haven within 
the hospital. It endeavors to find the way out 
and it inspires the student to activity. 


A Curriculum to Meet New Conditions, 
New Demands 


The program to which we are committed to- 
day is based on the combined thinking of public 
health nurses, as well as school of-nursing lead- 
ers, medical officers in the field of public health, 
where nurses play so significant a part, the lay 
public who need the services of nurses, and the 
nurses themselves who have suffered under the 
handicap of inadequate preparation for the prac- 
tice of their profession. 


At the celebrated Fortieth Anniversary of the 
League of Nursing Education, held in Chicago in 
1933, you will recall that Dr. William Heard 
Kilpatrick presented a never-to-be-forgotten paper 
entitled “The Educational Challenge.” He opened 
his address with these words: 


“The challenge which confronts you is the 
perpetual challenge of life and the fresh 
start, the chance under the demand of new 
conditions to re-think the proper place and 
work of the nurse and the consequent need 
to make a new nursing curriculum that will 
take due account of new conditions, new out- 
looks, and new insights.” 


The challenge brought to us at that time is be- 
ing answered in an endeavor to rise from the 
complacency of “being ourselves” to the activity 
of “finding ourselves.” In so doing we have tried 
to cast aside our inhibitions and our complexes, 
of which we had not a few, and in the making 
of a curriculum have taken into account “the per- 
petual challenge of life’ to meet new conditions 
and demands with new and deeper insights. 


We have emerged from the satisfaction of do- 
ing a piece of work we looked upon as good in 
giving students a sound drill and practice in the 
fundamental procedures of nursing, and a gen- 
eral knowledge of the cause and cure of disease, 
to devising an entirely different course of study 
which is basic both to the practice of nursing in 


20 


the hospital and also to its practice in other fielas 
of work within the community. 


A far-reaching change has taken place also 
within our own thinking. We have enlarged our 
vision, and as our horizons have widened we have 
found courage to discard some of our most cher- 
ished traditions in an effort to meet the new de- 
mands which life continuously is making upon us. 
The point of view which is being presented today 
is in a sense not new, for it was enunciated by 
leaders in the profession from the days when the 
first school of nursing was established in 1860. 
At no time, however, in the remote past was the 
concept of health and prevention of illness con- 
sciously woven into the general basic curriculum, 
and for this reason the point of view is new, and 
even as yet not universally accepted. 


Nursing Education Should Start With the 
Patient’s Home, Not the Sick Room 


I am of the opinion that in the majority of 
schools today the first lessons in nursing begin 
with the bed and the equipment required for the 
sick room. A more logical organization and se- 
quence would be the human being in the com- 
munity for whom the bed will be required, and 
for whom the hospital as his temporary home 
exists. In the one case the emphasis is placed 
upon machinery and in the other upon the indi- 
vidual for whose welfare the machinery has been 
devised. 


In some of our schools of nursing, where con- 
siderable emphasis is placed upon the training for 
public health nursing, the teaching of nursing 
practice begins very early in the homes of the 
people, and the first impressions are received in 
the natural environment of those who are to be 
served by nurses, whether in their homes or later 
in the clinics or wards of the hospital. This 
method has much to commend it, but it also has 
many complications if it is not wisely directed 
and controlled. 


Much of the trouble in our lifetime has sprung 
from a long period of inaction, from ignoring 
what fundamentally was happening to us, or as 
said by President Roosevelt in one of his mes- 
sages to Congress, “from an unwillingness to face 
facts as they forced themselves upon us.” 


Perhaps it is not a deliberate unwillingness to 
face facts which has been the greatest handicap 
to progress in nursing education, but rather the 
inevitable chain of circumstances by which nurs- 
ing is bound, due to the dependence which people 
put upon it for many of their ills. Nursing itself 
is an all-absorbing work. It involves such new 
and interesting experiences that what is happen- 
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ing in the world outside the institution is pre- 
sumably ignored because of the consuming hold 
the immediate needs of the sick constantly make 
upon nurses. Our apparent inaction relating to 
the social changes going on about us has resulted 
in the perfection of a single pattern which can 
be used best within the institution where every- 
thing is favorable to its development. But since 
nursing is not confined to the four walls of the 
hospital, and since its functions are enlarging 
and extending into almost every activity of life 
the basic education of the nurse must be widened 
and improved to lay a foundation for future 
needs. 


Emphasis in medicine is no longer placed alone 
upon treatment and cure, but on finding ways 
and means by which sickness may be prevented. 


‘In the prevention of illness, as well as in treat- 


ment and cure, the nurse is a partner of the doc- 
tor, and for such work she must be adequately 
prepared. Indeed in the community she is not 
only a partner, but his real right-hand as she 
goes in and out of the homes of the people. 


The Practice Field of Nursing 


The preparation of the nurse for community 
service might be discussed both scientifically and 
technically. If you will permit me to leave these 
questions of curriculum to others, it would please 
me best to speak of the broader aspects of the 
preparation of the nurse for community service, 
not interpreting the term community only in its 
relation to public health and social work. I like 
to think of the work which nurses do as not re- 
stricted by hospital, civic, state, or national boun- 
daries. While the basic preparation of the nurse 
for community work even in its general aspect 
must proceed both technically and scientifically 
in a specific environment, the practice field of 
nursing is limited only by the absence of people. 


Nursing is a calling as well as a profession, 
and I feel that the charge which Christ gave to 
his disciples he gives also to us, “Go ye into all the 
world and preach the gospel to every creature.” 
The gospel we carry is Christ-like in its nature, 
for it is the message of health, and health is one 
of the greatest gifts which can possibly be be- 
stowed upon man. To endeavor to make the body 
which God has given to human beings as perfect 
as is possible is a noble calling for women whose 
interest is spiritual, and one for which only the 
best and broadest education should suffice. 


It is the function of nursing to teach health in 
order that men and women may live the full and 
good life which the giver of all good things de- 
sires for them. While giving care to the sick, the 
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nurse must also learn to use her knowledge in 
eradicating the cause of the illness, and wherever 
she may be called upon to work, in one country 
or another, she must with wisdom and with judg- 
ment deal constantly with society. She should be 
able to discriminate between the practices and 
conditions which are desirable for healthful liv- 
ing, and those which are the reverse. As the 
nurse finds her work in the family, or in fields of 
larger influence, she has not only the opportunity 
to help the patient regain his physical health as 
she cares for his sickness needs, but she has also 
the opportunity to point the way to mental health 
and joy in living as one inhibiting barrier after 
another is either broken down or removed en- 
tirely. 


In the event that these barriers must remain, 
it is her duty to assist in re-establishing in the 
family patience and courage, and in the handi- 
capped hope and faith in facing the problems of 
life without the gift of health. Life so often un- 
der such conditions need not be looked upon as a 
failure, and the nurse has much to give if her 
own outlook and her spirit are in tune. In her 
practice of nursing she needs more than a com- 
mand of skills and techniques. She needs knowl- 
edge of the basic principles involved in living. 


The fundamental principles of nursing for com- 
munity service cannot be looked upon as some- 
thing very different from the bedside care of the 
sick in the hospital. The patient in the hospital 
and the patient in the home are one and the same 
person. Because a patient is transferred for a 
time from his home to the wards of the hospital 
he is no less a member of the community, and 
his obligations, his problems, and his personal re- 
lationships do not change. When he leaves he 
must take up his life again in his own environ- 
ment, and his residence within the hospital should 
prepare him more adequately to perform his regu- 
lar functions. The nurse has a real responsibility 
in this respect. The life in the institution should 
be made as normal as possible, and the hospital 
should be looked upon in any community as one 
of the most important educational facilities for 
the promotion of health. This concept is vital in 
the education of nurses, and should be incorpo- 
rated into the undergraduate curriculum. 


The ideals for community service form an im- 
portant part of the basic nursing education and 
should be woven into every technical procedure. 
Nursing education has one primary purpose— 
service in the interests of human beings that they 
may live a more normal and happy life in the en- 
vironment in which they may be placed, and that 
they may make the best contribution to society of 
which they are capable. 
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Specializing in Community Health Work 


We have purposely confined our comments, thus 
far, to the basic education of nurses and have 
considered the obligation of the undergraduate 
school to train the student nurse for her future 
work in the community, viewing this community 
in its broader aspect. Such preparation, however, 
must be looked upon as distinctly fundamental to 
further graduate work in one of the more highly 
specialized fields of health, or in the general field 
of public health nursing. The undergraduate 
course must always be considered as a founda- 
tion course upon which to build a specialty, and 
it is presumptuous to take for granted that stu- 
dents, whose experience and education have not 
progressed beyond that which can be given in the 
basic three year course, are prepared to function 
as specialists in any field of community health 
work. 


Contrary to our traditional ideas, and in accord 
with the changes which many of our good schools 
of nursing have made in their course of study, 
students can be prepared, and very often are, for 
minor positions in community agencies where 
work is carried on in generalized fields. This 
work should be done under supervision until such 
time as the young graduate has gained sufficient 
knowledge of practical and technical procedures, 
and has met and participated in solving enough 
situations to give her a basis for personal judg- 
ment. 


Even though we might wish to do so we cannot 
assume that students are prepared for filling posi- 
tions in any of the highly specialized fields of 
nursing on graduation from the school of nurs- 
ing. We can assume, however, if the course of 
nursing is also adapted to fields beyond the walls 
of the hospital, that graduates will have an un- 
derstanding and point of view through which 
they are prepared to function with considerable 
satisfaction in minor positions of community 
service. 


Not all graduates have an equal chance of suc- 
cess. Personality plays a very important part, 
particularly where people must be met within 
their own environment and when practical every- 
day facts of living must be anticipated and inter- 
preted in their relation to the service the nurse 
is aiming to give. The safeguards which, through 
prescribed administrative practice, are thrown 
around students and also graduate nurses in the 
hospital are entirely absent in the home, and 
nurses are often left to deal with matters which 
require trained judgment and experience. We 
not infrequently learn that young graduates, who 
have assumed responsibility beyond that for 
which their background has given them adequate 
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preparation, have stumbled into pit-falls and have 
brought discredit not only on themselves but on 
the school from which they were graduated, and 
indeed at times upon the whole profession. 


Preparation for Major Posts of Responsibility 


There is a vast difference in the preparation 
of nurses for first level positions in community 
agencies, and their preparation for major posts 
of responsibility. We are often surprised at the 
lack of discrimination on the part of official 
boards and committees when seeking to fill ap- 
pointments of some significance. Important posi- 
tions are offered at times to very young graduates 
with limited professional experience. That a 
young woman has been graduated from a college 
and from a good professional school, has a pleas- 
ant personality and some social prestige, is not 
enough to insure her success as director or even 
as a supervisor in a hospital, community or pub- 
lic health agency, even though these may be small. 
Professional experience and a deeper knowledge 
than that which can be given in the most pro- 
gressive school of nursing is required for all ad- 
vanced positions. 


A short time ago in talking with the principal 
of one of the foremost schools of nursing, asso- 
ciated with a great university and established pri- 
marily for the incorporation of public health into 
the basic course, she said: “I can not differen- 
tiate in my own mind the basic public health 
principles which must be presented to students 
for the bedside care of the patient in the hospital 
from those required for the care of the patient 
in the home. The principles should be the same, 
and I believe that any graduate with the right 
personality and such preparation should be ready 
to accept first level positions in the field of pub- 
lic health as well as hospital nursing, provided 
she is carefully supervised. These graduates 
should advance to positions of greater and greater 
importance only through experience and after 
postgraduate study.” 


We are aware, of course, that there are excep- 
tions to any rule. We occasionally find those 
whose maturity and judgment, personality and 
general background make it possible to jump a 
number of hurdles, and they do advance to posts 
of great significance in a shorter period of time. 
This is equally true in fields other than nursing, 
and we cannot make fixed statements that can be 
universally applied. 


In writing of the professions, Harold Laski 
says: 
“But we must not judge a profession by 
the achievement of its men of genius. Rather 
we must inquire into the predominant char- 
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acteristics of the contribution it writes into 
our daily life. And we must seek to relate 
that characteristic to the end which a pro- 
fession is supposed to serve. Our business 
is to assess in a given social environment the 
way in which it is organized for the pur- 
poses it needs to fulfill. It is only when this 
has been examined that we are in a position 
to pronounce our verdict.” 


If nursing is to be a real profession it must 
seek to give to its future practitioners a well- 
rounded point of view and clear understanding 
that it exists to perform a public service, that it 
is based on a special code of ethical conduct which 
does not permit of making personal gain its pri- 
mary objective. These are the characteristics 
which mark a profession. 


The Function of Nursing 


The function of nursing is to tend, to nurture, 
to protect, and to educate. In fulfilling its func- 
tions it must needs keep in mind the human be- 
ing as a whole from birth to old age, in health 
and in disease, in every condition and situation 
in life. 


This comprehensive concept can not be trans- 
mitted to students entirely through training in 
routine procedures, nor can it be assured by the 
acquisition of technical skills. It can only be 
passed on when instructors of nursing have a 
personal knowledge of the spiritual, social, and 
economic forces which mar or develop the lives 
of human beings in their daily environment, when 
they are intelligently conscious of the handicaps 
to mental and physical health, and when they 
know the sources from which assistance may be 
derived. When those who are responsible for the 
education of potential nurses sense the impor- 
tance of wholesome and normal living in the 
health and happiness of people, and realize that 
nurses in whatever capacity they serve have a 
teaching as well as a learning function to per- 
form, only then will the students who graduate 
from our schools of nursing be prepared for com- 
munity service. 


The art of nursing must be interpreted in a 
multitude of ways. There is no one mold through 
which every nurse must pass to become an in- 
terpreter of the principles of prevention and 
health. The paths are devious, and yet it is sig- 
nificant that the principles upon which the edu- 
cation of nurses are based are so similar that 
nurses from far-off India, China, and Africa 
speak the same language as nurses from Europe 
or from America. They understand each other 
and cherish the same ideals. There are thirty- 
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two national nursing associations actively affil- 
iated with the International Council of Nurses 
and ten countries in associate affiliation. 


The concept of community service has spread 
across the world and to a greater or less extent 
the simple principles of health and prevention are 
being taught with those of cure. 


Nursing Education in Other Countries 


That all national nursing associations are en- 
joying the same or equal privileges which we en- 
joy, I regret that I cannot state. In certain coun- 
tries some very influential nurses, women fine in 
character and education, have been forced to 
leave their posts of prominence and seek a haven 
in other countries. Some are struggling to carry 
on their work, and give a basic education, in- 
cluding public health nursing, to promising and 
well-prepared student nurses, but the depressed 
financial conditions make almost impossible pro- 
cedure which we in this country look upon as es- 
sential. The courage and perseverance of these 
women, many of whom I personally know, is such 
as few of us have ever been called upon to dem- 
onstrate. 


Other countries have had freedom for develop- 
ing their national nursing associations completely 
taken away, but it is said that “freedom is only 
free when vision is its forecast,” and in very truth 
then these women are free though controlled en- 
tirely by the will of the State. 


What can be done today to establish standards 
and develop programs of education in countries 
like China and Spain? Yet in the interests of 
humanity the nurses in these countries are living 
lives of heroism and self effacement that words 
can not describe. When the history of this era 
of nursing is written, tales of which we have 
never dreamed will be revealed. There are great 
leaders in every country, women who have given 
much of their own lives for nursing, but it is not 
through leaders alone that progress will even- 
tually be made, but through the great body of 
nurses who day by day carry on the skilled and 
devoted service which nurses give to the sick. 
Progress must come through ideals deeply im- 
bedded in the lives of every nurse in every field 
of work in every community and in every coun- 
try in the world. 


The Future of Nursing 


Our democratic principles can only be applied 
when nurses everywhere have a deep concern for 
the spiritual values of nursing, and have a broad 
and comprehensive vision for their own useful- 
ness. There should be more knowledge in us than 
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we need in our daily lives. We must use what this country much has been given, and from us 
we know that in so doing possibilities will be cre- much will be required. 
ated for new experience, and thus widen our op- 


portunities for service. It is not our deepest desire that nurses be edu- 


cated for the glorification of nursing, but that 

What the future holds for nursing depends on they may be educated the better to serve the pur- 

our reaction to the present and what account we pose of God in his infinite plan for the welfare 
are able to give of our stewardship. Unto us in of mankind. 
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Mid-Year Conference of State, Pivincial 
and Regional Association Officers 


S IN previous years, Presidents, Secretaries, and Legislative Chairmen of the various State, 
Provincial and Regional Associations will meet in Chicago for their Mid-Year Conference. All 
meetings will be held at the Palmer House. 


This year the Conference will be held on February 13 and 14. Invitations have been mailed and 
from the replies thereto a well attended and enthusiastic meeting is anticipated. 


Round Table Conference on Hospital Care Insurance 


Usually the meeting convenes with the Secretaries’ Luncheon on Monday, but this year a new 
departure is being inaugurated. At 9:30 a. m. on Monday, February 13, a Round Table Conference 
will be conducted in Room No. 10, on Hospital Care Insurance, under the chairmanship of C. Rufus 
Rorem, Director of the Committee on Hospital Service of the American Hospital Association. This 
session will be devoted to the special interests of hospital administrators and trustees. Problems and 
questions will be centered about legislation, subscription rates, hospital service contracts, financing, 
community sponsorship, private insurance activities, and public education. The meeting will continue 
until noon. 


Conference of State and Regional Secretaries 


The Secretaries’ Conference will convene at a Luncheon meeting to be held in Room No. 9 at 12:15 
p.m. Immediately following the luncheon, a Round Table Discussion will open in which the many prob- 
lems of Association Secretaries will be discussed. There is no formality about these meetings, the sole 
idea being to achieve an exchange of worth while ideas between the Associations that will redound to 
the benefit of all. 


Board of Trustees Dinner to State Executives 


On Monday evening, at 7:00 p. m., the Board of Trustees of the American Hospital Associa- 
tion will give their annual dinner to State Association executives and guests. The dinner will be 
held in the Club Building Dining Room of the Palmer House. 


Conference of Presidents, Secretaries and Legislative Chairmen 


On Tuesday morning, February 14, the Conference of Presidents, Secretaries, and Chairmen of the 
Legislative Committees will meet at 9:30 a.m. This Conference will, as in previous years, be entirely 
informal and devoted to discussions on problems of general interest. It is anticipated that the Chair- 
men of the various Councils will be present and take an active part in the discussion on subjects which 
normally come under the scope of their individual Councils. 
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Hospital Care Insurance and Social Security 


LOUIS S. REED 


guarantee the individual security through so- 
cial action. It is.made necessary by the facts 
of modern life and work which bring it about 
that many of the problems of livelihood for the 
individual can be solved only by collective action. 


Te Social Security Program is designed to 


The nation’s endeavor to provide security of 
livelihood to its citizens began long ago. The 
establishment over the last 30 years of state sys- 
tems of workmen’s compensation whereby em- 
ployees injured in the course of their employment 
are furnished medical service and cash benefits 
to replace earnings, marks an important milestone 
in the endeavor. An epoch-making step in the 
same direction was the passage of the Social Se- 
curity Act of 1935. Asa direct result of that Act, 
all of the states now possess systems of unem- 
ployment compensation designed to tide workers 
over periods of temporary unemployment. It had 
become apparent by 1935 that, for one reason or 
another—low earnings, the dissipation and loss 
of savings, improvidence—a large proportion of 
individuals could not or did not provide for their 
old age, and when they reached old age, faced 
destitution. It was apparent that voluntary in- 
surance was inadequate to meet this situation. 
Accordingly, there was established through the 
Social Security Act a Federal system of compul- 
sory old-age insurance, embracing all employed 
workers except those in agriculture, domestic 
service, and a few other lines of work. Under this 
system employees pay contributions proportionate 
to their earnings, employers match these contri- 
butions, and from the funds thus accumulated 
pensions are paid to workers on retirement at 65 
or over. 


These and other supplementary measures are 
incomplete in the sense that many workers who 
need aid are outside their scope, and they will un- 
doubtedly be changed as experience dictates. But 
taken all in all, they represent substantial at- 
tempts to deal with the problems of security to- 
wards which they are directed. 


Insecurity Arising from Sickness 


There is, however, one part of the problem of 
insecurity with which the nation has not as yet 
attempted to deal in any substantial fashion—that 
of insecurity arising from sickness. This prob- 
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lem is a two-fold one: first, that created by cessa- 
tion of earnings as a result of sickness or invalid- 
ity—the need here is for some system of insurance 
which will provide workers with an income to live 
upon during periods in which they are unable to 
work; second, there is the need for medical care 
—the problem of making such care available to 
all on proper and economically sound terms. It is 
the second of these problems with which we are 
concerned here. 


One of the most significant episodes in the Na- 
tional Health Conference held in Washington in 
July was the silence which followed a certain 
question. A full day had been devoted to state- 
ment of health needs; representatives of labor 
organizations, farm groups, civic and welfare 
bodies, and of the medical profession had one by 
one risen and given what became in the aggregate 
a dramatic picture of unmet needs. At the end 
the chairman asked: Does anyone seriously chal- 
lenge the statements of need that were made in 
the papers this morning and were amplified this 
afternoon? No one spoke. 


National Needs for More and Better 
Medical Care 


The time has passed when it is needful to prove 
or even elaborate upon the existence of pressing 
national needs for more and better medical care. 
We know that a large proportion of our people are 
not receiving adequate care, for lack of which tens 
of thousands of deaths, and untold suffering and 
misery occur. We know in an approximate way 
the dimensions of the unmet needs; we know in 
general that they are in direct proportion to low- 
ness of income, that on the whole they are greater 
in rural than in urban areas. We know also that 
the problem of meeting these needs, of making 
adequate care available to everyone, is at least 
as important as any of those already dealt with 
under the social security program. In the last 
analysis, it is as important that people should 
have available throughout their lives the care nec- 
essary to health and life, as that they should be 
provided with the wherewithal to live when they 
reach old age or become unemployed. It is sig- 
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nificant that in almost all other countries health 
insurance was the first form of social insurance to 
develop widely, and generally the first to be made 
compulsory. 


Not only must adequate medical care be made 
available to everyone, but it must be obtainable 
on terms which do not inflict financial hardship or 
cause sacrifice of independence, self-respect, and 
self-reliance. Existing arrangements for the pro- 
vision of medical care have given birth to a new 
term—‘“the medically indigent”—meaning people 
who are self-supporting, who pay their own way 
with respect to everything else, but who are un- 
able to pay for their medical care. We should aim 
to make this term obsolete. Widespread evidence 
of many kinds shows that people do not want 
medical care as a charitable dispensation of phy- 
sicians, hospitals, welfare organizations, or the 
government. Any system which rests on the as- 
sumption of medical indigency for any appreciable 
portion of the population will not, I think, be 
found congenial to American ways of thought. 
If the problem is to be solved, adequate care must 
be made available to self-supporting people as a 
right, as something to which they are entitled 
because they have contributed directly towards its 
cost. 


Medical Care Must Not Inflict Undue Financial 
Hardship 


There is still another condition to be satisfied ; 
it is that care shall be available on terms which 
do not inflict undue financial hardship. At present 
no one knows what his medical bills will be during 
the year; they may be an insignificant amount or 
may come—such cases happen—to more than his 
year’s income. Surveys show that among fam- 
ilies of moderate income about two out of every 
hundred, in a given year, incur expenses for med- 
ical treatment equal to 25 per cent or more of 
their whole year’s income, and that one family in 
every two hundred will take on medical obliga- 
tions amounting to 50 per cent or more of income. 
Many more in each hundred are forced to take on 
lesser but still burdensome obligations. Such costs 
constitute burdens too heavy to be borne; they are 
comparable, if you will, to the losses arising from 
unemployment against which a system of insur- 
ance has been devised. In the same way, people 
need protection against the hazard of heavy med- 
ical costs. This protection can be given either 
through a system of insurance or by payment of 
medical costs through taxation. 


These two aspects of the problem—the need for 
adequate care and protection against the burden 
of heavy sickness costs are—of course, closely 
related. The inability to budget sickness costs re- 
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sults oftentimes in inability to obtain service ana 
fear of running up bills often leads people to post- 
pone getting medical advice, sometimes with dis- 
astrous results. 


I have had the opportunity of reading letters 
which some of the hospital care insurance plans 
have received from satisfied subscribers. A point 
stressed again and again in those letters is how 
the writer’s recovery was aided by relief from 
worry over how the hospital bill was to be paid. 
There is hardly a step which could be taken which 
would bring more mental comfort to more people 
than the establishment of some plan whereby 
people periodically pay fixed amounts within their 
means, and in return have the assurance that if 
they get sick they can call a doctor and obtain 
without further cost whatever medical service 
they may require. 


Such, in brief outline, is the problem of pro- 
viding security against sickness. 


Contribution of Hospital Care Insurance 


What contribution does hospital care insurance 
make to the solution of this problem? What con- 
tribution can it make? I am speaking here of the 
non-profit plans of the type approved by the Com- 
mittee on Hospital Service of the American Hos- 
pital Association. 


At the present time there are some 50-odd ap- 
proved plans whose subscribers, including depen- 
dents, number slightly over 3,200,000. This rep- 
resents an insignificant proportion of the coun- 
try’s total population. Furthermore, the plans 
cover only one item of medical costs. On the aver- 
age, hospitalization costs account for only about 
13 per cent of average expenditures for all items 
of medical care, and for only about 21 per cent 
of the total spent for hospitalization, physicians’ 
services and nursing. So, as regards present ac- 
complishments, it may be said that hospital care 
insurance is now solving only a small part of the 
problem for a very small fraction of the total 
population. 


But such an appraisal is manifestly unfair in 
that it takes no account of the recent origin of 
hospital care insurance and of all its potential- 
ities for the future. 


For all practical purposes, hospital care insur- 
ance of the approved free choice type began in 
1932. In seven years the number of subscribers 
has grown from zero to over two million. Within 
the past 12 months membership in the plans has 
doubled. We have long had a certain amount of 
voluntary health insurance in this country in the 
form of industrial medical services, contract prac- 
tice in the mining and lumber industries, student 
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health services in the universities, and the like. 
Many of these plans are of long standing. Now 
within seven years the number of people covered 
by hospital care insurance has reached and passed 
the total number of people embraced by all other 
forms of voluntary health insurance. 


Thus far hospital care insurance plans have 
been started in only a relatively small number of 
communities, and many of the plans are barely 
under way. At present the subscribers to this 
insurance are rather closely concentrated in a 
small number of communities: 40 per cent of the 
total are in the New York plan, and approximate- 
ly 65 per cent are in the four plans with the larg- 
est number of subscribers, namely, the plans of 
New York, Minnesota, Cleveland, and Rochester. 
In a few communities the plans have succeeded in 
enrolling substantial portions of the population. 
The Rochester plan has enrolled slightly over 25 
per cent of the people in the metropolitan area of 
that city. Over 23 per cent of all the persons in 
the metropolitan area of Syracuse, New York, 
are covered by the plan of that city. Approx- 
imately 22 per cent of the population in the metro- 
politan area of Minneapolis and St. Paul have 
joined the Minnesota plan. Approximately 10 
per cent of the population of Cleveland and its 
metropolitan area belong to the Cleveland plan. 
Of the 8,000,000 people residing in the metropol- 
itan area of New York City, exclusive of its New 
Jersey division, some 900,000, or approximately 
11 per cent, are subscribers to the Associated 
Hospital Service of New York. When we take 
into account that many persons in these commu- 
nities are not eligible for membership because they 
lack employment or do not belong to groups suit- 
able for enrollment, the degree of coverage 
achieved in these and a few other communities 
represents no mean accomplishment. 


There is no reason to believe that what has been 
achieved in some communities cannot be achieved 
in others. If we take the accomplishments of 
some plans as an indication of the potentialities 
of the movement throughout the country, then the 
potentialities of hospital care insurance are large 
indeed. 


Factors in the Appraisal of the Status of 
Hospital Care Insurance 


Among the factors which must be taken into 
account in any appraisal of the present status of 
hospital care insurance are these: 


1 The movement has adopted a formula which 
is right and suitable, and which permits indefinite 
expansion. The essentials of this formula are that 
the plans shall be not for profit; that they shall 
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be community-wide with only one plan in a com- 
munity; that a majority of the hospitals in the 
area shall participate and that subscribers shall 
have free choice of participating hospitals; and 
finally that the controlling organizations shall in- 
clude adequate representation of the public, the 
hospitals, and the medical profession. All of these 
principles are sound and advantageous; there can 
be no fair objection to any of them. Based on 
these principles, hospital care insurance is bound 
to develop as a community undertaking, with serv- 
ice to the public as its dominant aim, and organ- 
ized in such a way as to avoid duplication of effort 
and to provide for coordinated planning and effort 
on the part of all concerned. 


Not only are the basic principles of hospital 
care insurance sound in theory, but they have 
already proved themselves in practice. In the 
plans which are well under way and have 
achieved substantial coverage, operating expenses, 
including acquisition costs, have been brought 
close to 10 per cent of gross income. This is an 
expense ratio far below that which customarily 
prevails in private competitive insurance of re- 
lated kinds. It is significant that practically with- 
out exception the approved plans are able to offer 
their subscribers better value for the money than 
plans operated for profit, and that their growth 
has far exceeded that of the latter. 


2 Hospital care insurance now possesses a sub- 
stantial backlog of public familiarity and confi- 
dence. Today, people in all parts of the country 
know about the two- or three-cents-a-day plan for 
hospital care; the idea of budgeting for the cost 
of hospitalization has become widely accepted. 
Similarly, the development has won the acceptance 
and backing throughout the nation of hospital 
authorities and physicians. 


3 As a result of seven years’ operation, a sub- 
stantial body of experience data has been obtained. 
Much more is known now than seven years ago 
as to the volume of demand for hospitalization to 
be expected under a prepayment plan. The pos- 
session of these data, by eliminating guesswork, 
makes the starting of new plans easier and makes 
it unnecessary for plans wishing to be on the safe 
side to set their rate and benefit schedules on so 
conservative a level as to make the plans unduly 
costly. Of the same nature is the fact that tech- 
niques of operation have been worked out. It is 
easier for plans to start today than formerly be- 
cause new plans are able to draw upon the accumu- 
lated experience of established plans. 


4 A fear in the minds of many plan executives 
has been that an epidemic or an Act of God might 
occur which would lead to a demand for hospital 
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service greatly in excess of normal. To safeguard 
their plans against such a contingency, they have 
kept rates at levels such as would permit a rapid 
accumulation of a suitable reserve. Now many 
plans have accumulated this reserve and are in a 
position where they can lower rates or extend the 
benefits, thus making enrollment still more at- 
tractive to the public. 


5 In the course of their short histories, many 
of the plans, I believe, have undergone an orienta- 
tion of philosophy which augurs well for the fu- 
ture. In many instances the original impulse lead- 
ing to the starting of the plan was the hope on the 
part of hospitals of increasing revenue and bal- 
ancing budgets. Gradually over the whole field 
there has been a change of emphasis and it is be- 
ing recognized that the prime purpose of hospital 
care insurance is to serve the public, and that the 
hospitals will gain as an incident to the accom- 
plishment of this purpose. 


® A sixth item in this bill of achievements is 
that hospital care insurance, by its success, has 
laid the basis for its broadening into voluntary 
health insurance. By itself, insurance against 
the cost of hospitalization is limited and incom- 
plete. This has been an inhibiting factor to 
growth for it meant that the plans were giving 
the public less than what it wanted. It is obvious 
that if hospital care insurance is good, a plan 
offering a more complete coverage of the medical- 
care bill would be better. Today, a committee of 
the five county medical societies in New York City 
is collaborating with the New York plan in the 
endeavor to work out a plan which will furnish 
ward care and physicians’ services in the hospital. 
A Committee of the Cleveland Academy of Medi- 
cine has recently prepared a plan of insurance 
against the cost of physicians’ services to be set 
up in conjunction with the existing group hos- 
pitalization plan. The medical profession in 
Washington, D. C., and Rochester, New York, and 
possibly some other cities, are working out similar 
plans. The main factor in this development, of 
course, has been public demand, but hospital care 
insurance, by its demonstration that insurance in 
this field is practical and workable, has contribut- 
ed in no small degree. 


It would seem obvious that insurance against 
the cost of physicians’ services must develop in 
combination with hospital care insurance. For 
one thing, it is unlikely that the public will bother 
with paying two separate contributions into sepa- 
rate systems and that employers will be willing 
to make two separate payroll deductions. Further, 
there are, of course, distinct advantages and econ- 
omies in utilizing a single administrative machin- 
ery. Accordingly, the day is rapidly approach- 
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ing, I believe, when we shall cease to speak of 
community plans of hospital care insurance and 
shall speak instead of community plans of volun- 
tary health insurance. 


Hospital Care Insurance Must Reach the Lower 
Income Groups 


One final point may be presented either as an 
accomplishment or a challenge. It is an accom- 
plishment in the sense that hospital care plan ex- 
ecutives are aware of the problem and are endeav- 
oring to meet it. Hospital care insurance, thus 
far, has been attractive mainly to persons in a 
middle-income group. The plans have been far 
more successful in reaching white collar and pro- 
fessional workers, namely, persons employed in 
schools, banks, government offices, and commer- 
cial establishments, than in reaching wage earn- 
ers. I do not mean to imply that the plans are not 
enrolling wage earners—the plans, especially 
those which have achieved a substantial degree of 
coverage in their communities, have enrolled large 
numbers, but proportionately the plans thus far 
have been considerably more successful in attract- 
ing people of middle than of low income status. 
To the extent to which this is so, the plans are not 
primarily benefiting the group which stands in 
greatest need of protection. 


At present the costs under most of the plans 
are too high to make enrollment attractive to wage 
earners, or, in general, to the poorer half of the 
population. A recent study of the U. S. National 
Resources Committee shows that in 1935-1936, 
42 per cent of all families in the country had in- 
comes in that year of less than $1,000; 55 per cent 
had incomes under $1,250; and 65 per cent re- 


ceived less than $1,500. It is extremely doubtful * 


whether families with incomes under $1,000 or 
$1,250 a year can afford hospital care insurance 
at rates of $18 to $24 a year for full family cov- 
erage, which are the rates charged by most of the 
plans. In this connection it must be borne in mind 
that hospital costs average less than one-fifth of 
total family expenditures for all medical care, and 
that expenditures of $18 to $24 for hospital care 
alone would, on a proportionate basis, call for 
total expenditures for medical care of $90 to $120 
a year for a family. 


It would seem obvious that if hospital care in- 
surance is to be of substantial benefit to wage 
earners that some way must be found of giving 
this protection at substantially lower cost than at 
present. Furthermore, it is doubtful whether 
such insurance can be made attractive to wage 
earners as long as it is limited to hospitalization 
only and leaves them in the position where, though 
having paid the hospital bill, they are still unable 
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to meet the cost of physicians’ services in the hos- 
pital. A plan furnishing ward care (cannot some 
more attractive term be devised?) and physicians’ 
services seems to be the answer. It is encourag- 
ing to find executives of hospital care insurance 
plans giving thought to the possibility of devel- 
oping such plans. 


Rapid Development of Voluntary Health Insurance 
in the Next Few Years 


As a result of all these factors, a basis has been 
laid for an exceedingly rapid development of vol- 
untary health insurance in this country in the 
next few years. Predictions of 10 or 20 million 
subscribers to the plans within a few years are 
not unduly optimistic. If this happens, as I think 
it will, we shall be entitled to think of this devel- 
opment as one of the most significant in the field 
of health care in recent years. As Dr. Parran has 
well stated, not all progress in medicine is made 
in the research laboratory or the operating room. 
The development of hospital care insurance repre- 
sents progress in putting medical science to work. 


However, hospital care insurance broadened to 
include physicians’ services, although it can help 
in solving the nation’s medical-care problem, is 
certainly not a panacea. It is not in itself a solu- 
tion to the entire problem. 


What the limitations of this insurance will 
prove to be, it is difficult to say. It remains to be 
seen whether arrangements can be devised which 
will make possible the enrollment in the plans of 
any substantial portion of the farm population 
and of those in rural areas. We do not know 
whether techniques can be devised which will 


make it possible to bring the benefits of this in- 
surance to the self-employed. Again, no matter 
what progress is made in the developing of low- 
cost insurance plans, unaided, these plans can 
be of little help to the substantial numbers of 
people who are self-supporting and independent, 
but, nevertheless, have incomes so low that they 
are unable to afford the full cost of medical and 
hospital service, even on an insurance basis. If 
these people are to receive needed care, part or 
all of the cost will have to be borne by tax funds. 
It may be that the development of comprehensive 
tax-supported services for this group is what the 
public wants. On the other hand, an alternative 
approach would be for governmental authorities 
to make contributions into the voluntary hospital 
care or health insurance plans on behalf of wage 
earners enrolled in low-cost plans. If this means 
substantial numbers of persons for whom govern- 
ment would otherwise have to bear the full cost, 
could be led to pay part of the cost of their care, 
it would seem to be a very desirable course of 
action all around. 


Summary 


In summary, hospital care insurance broadened 
into health insurance is potentially capable of 
making a substantial contribution to the provision 
of security against sickness. Its real test will be 
the degree of coverage it is able to effect among 
the self-supporting urban population. In other 
words, its contribution to the solution of the press- 
ing national problems of health security will be 
exactly proportional to the size of the population 
it is able to bring within its scope and the breadth 
of the sickness services it can actually embrace. 
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The University of Chicago Institute for Directors of Schools 
of Nursing and Nursing Services 


An Institute for Directors of Schools of Nursing 
and Nursing Services will be held on Thursday, 
Friday and Saturday, June 15, 16, and 17. The cen- 
tral theme of the Institute will be “Current Prob- 
lems in Educational Administration in Nursing.” 


The requirements for admission to the Depart- 
ment of Nursing Education will not apply in the 
case of those who wish to register for the Insti- 
tute. The Institute is planned primarily for those 
engaged in administration in nursing, but will be 
open, also, to those engaged in teaching. 


A registration fee of $3.00 will be charged. 
Application for registration should be made at an 
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early date by communicating with Miss Nellie 
X. Hawkinson, Department of Nursing Education, 
The University of Chicago, Chicago, Illinois. 


The meetings will be held in Judson Court, 1005 
East Sixtieth Street. Copies of the program will 
be available in April and may be secured by writ- 
ing to the Nursing Education Office, the Univer- 
sity of Chicago. 


Room and board will be provided in Judson 
Court for the period of the Institute for $8.50. 
Reservations may be made through William J. 
Mather, Bursar, The University of Chicago, Chi- 
cago, Illinois. 
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Out of Our Life and Work 


MRS. EDWARD H. SMITH 


Those hospitals which are so fortunate as to have an active women’s board or women’s auxiliary work- 


ing with and for them possess an incomparable asset. 


well as material values. 


These boards bring to their hospitals cultural as 


HOSPITALS presents the record of a year’s accomplishments of the Woman’s Board of one of our 


great hospitals —EDITOR’S NOTE. 


of every year to take an inventory, not, be it 

understood, for the sake of recounting to our- 
selves our good deeds but to see wherein we have 
fallen short and to prepare ourselves for the year 
ahead. We are all travelers in what John Bunyan 
called the “wilderness of this world.” Every an- 
nual report is, in an intimate sense, a circular 
letter to the friends of him who writes it and 
of the work he represents. They alone take his 
meaning. They find private messages and expres- 
sions of gratitude, dropped for them at every 
corner. The annual meeting is but the generous 
patron who furnishes the excuse for these words 
of appreciation. And so, as we come together 
for this annual meeting, we say to each other in a 
friendly and modest way, it has been a good year 
but not good enough; we have made progress in 
many lines, but not enough to meet the demand 
of the times. The coming year must carry us 
farther toward our goal and leave us better 
equipped for the task to follow. 


| HAS become our friendly custom at the end 


A small boy returned from school one day and 
reported to his mother, “Mother, our teacher told 
us all about penguins today—in fact she told us 
a lot more than I really wanted to know.” 


Annual reports are as dangerous as penguins. 
It is very easy to be verbose and difficult to stop 
when started on them. So my suggestion to you 
is the odd advice: 


Expect the worst 
Hope for the best 
And take what comes!! 


“Salutation to the Dawn” 


From the ancient Sanskrit comes this: 


Listen to the exhortation of the dawn! 
Look to this day! 
For it is Life, the very Life of life 
In its brief course lie all the 
Verities and realities of your Existence; 
The Bliss of Growth, 
The Glory of Action, 
The Splendor of Beauty; 


For Yesterday is but a dream 

And tomorrow is only a Vision; 
But today well lived makes 

Every Yesterday a Dream of Happiness, 

And every tomorrow a Vision of Hope. 
Look well therefore to this Day! 
Such is the Salutation of the Dawn. 
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“No Star Is Lost” 


Our birth is but a sleep and a forgetting. 
The soul that rises with us, our life’s star 
Hath had elsewhere its setting, 

And cometh from afar. 

Not in entire forgetfulness, 

And not in utter nakedness, 

But trailing clouds of glory, do we come 
From God who is our home. 

Heaven lies about us in our infancy, 

At length the man perceives it die away, 
And fade into the light of common day. 


—Wordsworth 


During this past year the following women 
have ceased answering to our roll call here and 
are now answering to the roll of Heavenly Hosts: 
Mrs. Frederick W. Crosby, Honorary Member, 
Lake Forest; Mrs. W. B. Macpherson, Rogers 
Park; Mrs. L. Hamilton McCormick, Fourth; 
Mrs. Ethan Taylor, La Grange. 

We give Thee back the life we owe 


That in Thine ocean depths its flow 
May richer, fuller be—— 


“It Costs to Be President” 


It is not modesty but humiliation which deters 
your President from recounting the number of 
committees on which she has served and the num- 
ber of meetings attended. Her only consolation is 
that those of you who listen have carried a date 
book just as full and will bear witness to the 
same sense of inefficiency which comes to us all 
as we Run Far, Run Fast to cover one more meet- 
ing, the edicts of which we have little time to 
carry out. 


I feel sure there are ways of increasing per- 
sonal efficiency which we have not yet discovered. 
It should be one of the first items on our docket 
for 1939. 

“Breaking Into Print” 

In addition to being our President, Mrs. Irons 
is Chairman for Publicity. It is difficult to esti- 
mate the times we have broken into print this 
past year; but perhaps the best and most thorough 
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publicity has come to local groups: (1) through 
the Easter offering; (2) through the appeal for 
Delicacies; and (3) through the Thanksgiving 
Teas. Many of our Board members have spoken 
in local churches and the films have been shown. 
The work of the Woman’s Board has been pre- 
sented in ten more churches this year than last 
year. 
“Gone With the Wind” 


No, the Library has not gone; it still remains; 
every book and every page in those books as far 
as we know. It is our Librarian who has trans- 
migrated to the East. Mrs. Post, our chairman 
for the hospital library, always has a good report 
and an interesting one. 


Her first item of interest is that Miss Selma 
Lindem, our librarian, has been loaned to the 
Junior League of New York City, for a period of 
six months, in an effort to put the Library Service 
of 60 of their hospitals on a par with ours! For- 
give us if we have some pride over the fact that 
our librarian was chosen to go to the effete East! 


Twenty thousand seven hundred ninety-one 
books were circulated to patients this past year. 
No accurate record can be kept of periodicals. 
The sale of discarded books amounted to $306.00. 
In addition, we received $64.00 in cash gifts— 
both of which were used to purchase new books. 
The gifts of your books and periodicals to the 
Library have made it possible for the Library 
to carry on another year in its effort to relieve 
the tedium of a hospital sojourn for the sick. 
From the expression of gratitude from the 
patients, it has been very worth while. 


“He ate and drank the precious words 
His spirit grew robust 
He knew no more that he was poor 
Or that his frame was dust. 


“He danced along the dingy days 
And this bequest on wings 
Was but a book; What Liberty 
A loosened spirit brings!” 


“Orchids on Your Budget” or 
“Bricks Without Straw” 


During the year many women in our local 
Societies have remembered to gather and collect 
American Family Soap Wrappers and Gold Medal 
Coupons. Mrs. Barber, the Chairman of the 
Silver Committee, reports that 23,000 soap wrap- 
pers and 3,000 coupons have been exchanged for: 
16 dozen tea spoons; 5 dozen dessert spoons; 
214 dozen forks; and 2 dozen knives. 


Pat was once asked what he’d be if he weren’t 
an Irishman. “Faith and I’d be ashamed,” said 
Pat. So should we be ashamed, every housewife 
of us, if we do not cooperate fully in saving our 
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wrappers and coupons and asking friends to 
do likewise. Next year may it be Better Bricks; 
more beautiful Orchids; and much silver added 
to our hospital chest! 


“How to Enjoy Ill Health” 


Mrs. Perkins Bass reports that the Furnishing 
Committee has had a comparatively quiet year. 
As one views all the lovely improvements and at- 
tractive interiors of by-gone years one exclaims 
with joy. One readily agrees that the way to 
enjoy ill health is to be a privileged patient amid 
such surroundings. 


A very special project of the Furnishing Com- 
mittee this past year was in cooperation with 
Mrs. A. B. Dick in the furnishing of her Memorial 
Room. 


One evening a man was telling a story about 
knowing another man who had stayed home with 
his wife every night for thirty years. “My! that 
was true love,” said the wife. “No, it was 
paralysis,” said the husband. 


Sometimes we actually hear of patients so 
happy and content within these walls that nurses 
and doctors are almost compelled to push them 
out of bed and send them home. 


Our Q.E.D. about that would be that such 
patients had been occupying rooms decorated and 
done by our Furnishings Committee. 


“A Pearl in Every Oyster” 


Instead of blaming the Depression for fewer 
glasses of jelly this year than last, Mrs. Mentzer, 
our Delicacies Chairman, can definitely put her 
finger on the real reason—an almost complete 
failure in the grape yield last fall. But in spite 
of reduced glasses of jelly, she reports three new 
churches have been added to her list of givers, 
which now totals thirty-four churches and seven- 
teen wives of doctors. 


She tells us that our women gave: 11 jars of 
jam; 11 quarts of grape juice; 119 cans of fruit; 
$242.00 for fresh fruit; and 5,660 glasses of jelly. 


Do you wonder what a really poor report would 
be like from Mrs. Mentzer? 


Methuselah ate what he found on his plate 
And never, as people do now, 

Did he note the amount of the caloric count. 
He ate it because it was chow. 

He wasn’t disturbed, as at dinner he sat 
Destroying a roast or a pie, 

To think it was lacking in granular fat, 
Or a couple of vitamins shy. 

He cheerfully chewed every species of food 
Untroubled by worries or fears 

Lest his health might be hurt by some fancy dessert 
And he lived for over nine hundred years. 
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“Healthy Babies Are Happy Babies” 


“It has been a good year in the Children’s De- 
partment,” reports Mrs. James Simpson, the 
Chairman. During the year 1,550 little patients 
from a few hours old to twelve years have been 
admitted to this department. This. year special 
emphasis has been placed on the care of pre- 
mature babies. Chicago averages 240 premature 
births a year, and this has for many years been a 
leading cause of infant deaths. Our hospital is 
one of three in Chicago in a top group that main- 
tains well equipped stations for prematures. We 
shall soon open up seven complete units wherein 
each baby is completely segregated from the 
others. This means uniform temperature, rela- 
tive humidity, and freedom from dust and pollen. 
Mrs. Edison Dick gave $1,000 during this last 
year to be used for special nursing care in the 
extreme cases. , 


It is an old story of the angel who came to 
earth to gather the three most precious: things. 
He selected a flower, a baby and a Mother’s Love. 
The flower faded,-the baby died, but the Mother’s 
love remained. 


Without asking, one just knows that it was 
Mother love which prompted the establishing and 
maintaining of this fine department. And it is 
Mother love in the hearts of women everywhere 
which today responds to the call of a little child 
and keeps this wonderful work a vital part of our 
hospital’s program. Whether you are a mother 
or not, do you not thrill at the thought of over 
1,500 little children during the year being made 
happy in suitable environment while they re- 
gained their health? 


“We Who Speak. English” 


“T tell you I’m an American,” protested the 
suspected traveler in France. The French ser- 
geant, hoping to test this statement, said, “Sing 


the words of-‘The Star Spangled Banner.’” “I 
can’t.” “Pass then, my friend, you are an Ameri- 
can.” 


We who speak English atid are American, too 
often are unmindful of the foreigner in our midst. 
Last year Mr. Bacon’s office reported that the 
hospital ministered te forty different nationali- 
ties. 


My doctor once told me that out of the hun- 
dreds of stomachs he had aspirated the only case 
in which he was not successful was that of an 
- Italian, who spoke no English. The very foreign 
patient not only creates a problem, but an oppor- 
tunity for both the doctor and nurse. 


A European statesman once asked Theodore 
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Roosevelt if it were true that the State of Texas 
is so large that all the inhabitants of the world 
could live in it. Mr. Roosevelt replied, “Yes, if 
each loved his neighbor as himself.” We have 
demonstrated our brotherly love this past year in 
that we have had all these foreign-born patients 
within our walls, yet we have remained a har- 
monious whole. 


“Triumph Over Pain” 


The illness and death of Mrs. L. Hamilton 
McCormick took from the occupational therapy 
department a friend and chairman. Her sym- 
pathetic understanding of the purpose and poten- 
tialities of occupational therapy were equalled 
only by the concrete expression of a never-failing 
interest. 


The department has carried on in a wonderful 
way under the direction of Mrs. J. Hall Taylor 
and Miss Brainerd. Mrs. Taylor reports that the 
occupational therapy shop is open from 11 to 12 
a.m. five days a week, and in addition to helping 
all those who come here, twenty more patients a 
week are cared for at the bedside. 


Because of the deep interest of us all in two 
who have been helped through this department, 
we report about “Eddie” Boyd and Bill Moore. 
Eddie came in to call the other day. Eddie is the 
patient whose picture has been shown in the vari- 
ous churches this past year. You will recall the 
movie, “The Rehabilitation of Eddie,” made in the 
occupational therapy department. Eddie is a 
young man now, and he wears a grown-up hat 
instead of a little felt hat with funny holes cut 
in it, but to all of us he is still our Eddie, for 
didn’t the hospital help bring him up? His health 
is perfect and he is going to school every day. 


A recent letter from Bill Moore, the burned boy 
in whom we were all interested two years ago, 
states that he is at home again after weeks spent 
at a hospital in St. Louis where a new chin was 
made for him. You will recall that our hospital 
gave him some new eyelids, and that the occupa- 
tional therapy department helped him to earn 
enough money to buy clothes, a new radio, pay 
his transportation home, buy some baby chicks 
and build a henhouse. Bill says that he can close 
his mouth now, and get his lips together. He says 
he has 82 chickens but they are not laying much 
right now because they are moulting. He also 
adds that he learned to help other people while he 
was in this hospital and that now he has some old 
people whom he helps all the time. 


These are just two cases in which our hospital 
has helped patients to “Triumph Over Pain.” 
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“Designing Women” 


“Here lies the body of Sam Small 
Who paid no attention to Slow signs at all.” 


Mrs. Tucker, as Chairman of Tag Day, and her 
helpers never pay any attention to “Slow signs” 
or “Rain signs.” Fortunately none of them has 
come to the fate of Sam Small; fortunately for 
the hospital this dynamic, effective corps of 
troopers is always successful in their Herculean 
task. Mrs. Tucker tells us that she had 314 tag- 
gers who gave 796 hours of service—that there 
were 35 churches working on Tag Day, and that 
the net result was $1,446.00. 


Special mention should be made of one Tagger 
who held a box for two hours and only gathered in 
sixty cents. But $1,446.00 is made up of just 
these sixty centses! as we know! 


Bless Thou the gifts our hands have brought; 
Bless Thou the work our hearts have planned; 
Ours is the faith, the will, the thought 
The rest, O God, is in Thy hand. 


“The King Was in His Counting House” or 
“Mathematics for the Millions” 


It can never be said of our Woman’s Board 
that we are narrow and confined strictly to the 
ranks of. Presbyterianism. Our Contributors 
Fund is a very important fund and it embraces 
friends here, there, everywhere; regardless of 
race, color, creed, or previous condition of servi- 
tude. Mrs. Charles S. Reed is the able Chairman 
of this Committee, and reports that $2,132.00 has 
been raised this year. While this is not so good 
as last year’s report, one must be honest in ad- 
mitting it is partly our own fault. How many of 
us have submitted names of friends and acquain- 
tances to Mrs. Reed following her many requests 
to do so, at our monthly meetings? How can she 
add 500 new names to her contributors’ list each 
year if we do not aid her with suggestions? Such 
a small request! So few respond! 


John Twigg 

Gave nothing Big 

His wife gave nothing Small 
And so between them both 
They never gave at all. 


“New Worlds to Conquer” 


Our Membership Committee is only three years 
old and has lived its time under the direction of 
Miss Elizabeth Maltman. Her aim is to draw new 
members from new churches to our Board with 
the understanding that being made a member is 
not only a great privilege but it also carries cer- 
tain responsibilities. We are an esoteric group 
and we are the first to admit it! 
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A young naval recruit once said to an officer in 
charge: “I’m likely to be seasick. Could you tell 
me what to do in case of an attack?” 


™ ‘Taint necessary, my boy,” the officer replied, 
“You'll do it.” 


One often wonders how Miss Maltman keeps 
churches and women’s faces in the correct rela- 
tionship, but-somehow she just does it, without 
our knowing how. She reports 28 new members, 
14 resignations, and 4 deaths. Representatives 
from two new churches, Norwood Park and 
Clarendon Hills, have been added. 


“God’s Minute” ~ 


Miss Maltman is a dual personality. -In addi- 
tion to the Membership Committee she also has 
charge of our Devotional Committee. At each 
monthly meeting for the first few moments on our 
program we are led by the various pastors’ wives 
who give us some helpful message. These are 
the names of the friends who have been kind 
enough to bring “God’s Minute” to us and to 
whom we are indebted: Mrs. Brocknay, Mrs. 
Barrett, Mrs. Earle, Mrs. Turner, Mrs. Rowell, 
Mrs. Ditzen, Mrs. Lindberg, and Miss Wright of 
Second Church. 


a 


“A. Laugh a Day Keeps the Doctor Away” 


Mrs. Pollock, the Chairman of the Entertain- 
ment Committee, reports that she provided enter- 
tainment for the convalescents each month this 
past year with the exception of November. Many 
kind friends, as in former years, have helped to 
add a bit of fun and change to those convalescing. 
It is avery happy and welcome break in the lives 
of the patients. Mrs. Pollock would not only ex- 
_ her gratitude to those furnishing the talent 

or the programs this past year, but to the whole 
hospital corps who gave such willing assistance to 
make her programs so successful. 


“More Than Bread” 


The social service department, under the di- 
rection of Mrs. Mark Oliver, gives just that. It 
is more than bread:. it is more than: dollars and 
cents, when her year’s efforts are summarized. 
It is a happier family here; a new layette for a 
baby there; Christmas trees in the hospital; toys 
to help little children be entertained who must 
have bed rest; and packages for each patient to 
open on Christmas morning. Who dares report 
on such intangible, yet such invaluable service? 
Yet from Mrs. Oliver’s report we do glean the . 
following tangible items: 


1 The total number of patients known to the Social 
Service Denavtiient s..¢. csiwcdacescedecccamas 2,040 








The total number of articles received in our office 2,239 


2 

S, CGe OMMONG 65 asic ce nce t teers exsceaeeseee $47.00 
4 Total calls made in homes.........+-.+e+eeeees 328 
5 Total number of office calls............-eeeeees 6,688 
6 From the Junior League and Board members this 


Department was given 715 hours of loving volun- 
teer service 


From an East Indian’s pen comes this poem on 


“Love”: 
Loveless natures, cold and hard, 
Live for self alone— 
Hearts where love abides regard 
Self as scarce their own. 


Where the body hath a soul 
Love hath gone before 

Where no love infills the whole 
Dust it is—no more. 


“How to Win Friends and Influence People” 


If Miss Maltman is a dual personality, then 
Miss Lucibel Dunham is a multiple personality. 
These next reports have all been submitted and 
are under the direction of Miss Dunham. 


Every woman in the last Presbyterian church 
in Chicago Presbytery is eligible for Associate 
Membership on the Woman’s Board. The dues 
are $1.00 and up per year, with the privilege of 
attending the annual meeting of the Board. 


This past year Miss Dunham received $984.00 
from twenty-two of our churches. Fourth Church 
leads with $323.00; Lake Forest with $155.00; 
Oak Park First with $74.00. 


Miss Dunham has been the Chairman now for 
the past ten years and it is interesting to note 
that in those years, these associate member gifts 
have totaled $12,181.00. 


Little drops of water 
Little grains of sand 

Make the mighty ocean 
And the pleasant land. 


“Unforgotten Years” 


Many years ago a thoughtful, devoted child, 
Miss Helen V. Drake, established a permanent 
Chapel Flower Fund in memory of her mother, 
Josephine Corey Drake. The income from this 
fund purchases flowers for the Sunday morning 
chapel service and at the close each one is given 
a flower for his or her room. This lovely custom 
has brought forth many words of appreciation. 


“And Tell of Time” 


On the Secretary’s table at each Board meeting 
there is always present the Birthday Basket. 
While no one speaks or comments as she places 
her birthday money in this basket, nevertheless 
you do not see Board members backward about 
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coming forward when it comes time to put in their 
birthday quota. The money collected in this 
basket is now combined with the Flower Fund. It 
is used to send flowers to sick members or to 
those who have suffered bereavement during the 
year and to carry cheer to the Women’s Wards at 
Easter time. 


And the night shall be filled with music 
And the cares, that infest the day, 

Shall fold their tents like the Arabs, 
And as silently steal away. 


“How to Write Letters” 


The story is told of a drunken man who came 
home one night and tried to get into the wrong 
door. After making a terrific commotion, the man 
of the house came to the door. The inebriate 
asked, “What is your name?” The man answered, 
“Paul,”—to which the drunk one asked, “Say, did 
you ever get an answer to that letter you wrote 
to the Ephesians?” As one notes all the letters 
written by Miss Dunham (as Corresponding Sec- 
retary) in the name of our Board we cannot help 
wondering whether these recipients ever answer 
the letters. If they do, then Miss Dunham has a 
very busy year indeed. 


“Believe It or Not” 


A school teacher asked Johnny, “What is a 
vacuum?” “T’ve got it in my head, but I can’t 
explain it,” said Johnny. If someone were to ask 
you what the Board Members’ Fund was, would 
you be like Johnny? Until recently Mrs. Douglas 
Stuart has been the Chairman of the Pledge Fund 
Committee; now this has become the Board Mem- 
bers’ Fund. It is just what the name implies: 
special, regular gifts from Board members. 


When Mrs. Stuart gave her report in December 
and begged us to bring her lagging funds up be- 
fore December thirty-first it presented anything 
but a rosy outlook. Yet within that month she 
not only reached her last year’s figures of 
$2,987.00 but superseded them by $65.00 with a 
total of $3,052.00. 


Believe it or not! 


“To Remember at Midnight” 


As one emerges from the great Pennsylvania 
Railroad station in New York and faces the 8th 
Avenue twin building, one sees chiseled above the 
columns these words, “Neither snow—nor rain— 
nor heat—nor gloom of night stays these couriers 
from the swift completion of their destination.” 
To be sure the Pennsylvania Railroad is speaking 
of its swift and sure “horses of iron” but the 
thought seems apropos of the nursing profession. 
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Mrs. Alva A. Knight is the capable Chairman 
of our School of Nursing Committee. Each year 
her Committee holds a bridge benefit party, and 
this year the net proceeds from this effort were 
$623.00. Her Committee continues the support 
of the Training School Library, and $97.00 has 
been given for books. They also pay the salary 
of the Director of the School Chorus, which is 
$120.00. They disbursed $101.00 toward a new 
rug for the Nurses’ Home; also $100.00 toward 
the Helena McMillen Educational Fund. 


Other smaller disbursements added to their 
good works. The Infant Welfare Clinic has flour- 
ished during the past year with the number of 
patients increasing from 24 to 324. 


“Such Sweet Compulsion” 


One summer an old New Englander took his 
wife and sixteen children to a neighboring town 
to see acircus. As the long family line proceeded 
down the avenue of side shows, each barker called 
louder than the last. Finally the family became 
entranced by one of them explaining the merits of 
his fine dromedary. The father consulted his 
wife. It was agreed they would goin. He then 
went forward to inquire the price of the tickefs. 
The barker looked down at the long line. “Are 
all those children yours?” he asked. “Yep,” re- 
plied the farmer. “Then walk right in, walk right 
in; I wouldn’t have my dromedary miss such a 
sight for anything.” 


To Mrs. McKeard of the Thanksgiving Offering 
Fund and the group of hostesses who held benefit 
teas in their homes, we, like the dromedary, would 
not miss these good times for anything. 


This year five teas were given in the homes of: 
Mrs. John Drummond of Fourth Church, Mrs. 
Truman Metzel of Highland Park, Mrs. James 
McCulloh of Hyde Park, Mrs. Clyde Shorey of 
Oak Park First, and Mrs. Frank Baird of River 
Forest. In addition to these teas, various churches 
and groups gave Thanksgiving offerings in the 
way it suited them best. So as a result of this 
“sweet compulsion” welling up within the lives 
and hearts of individuals at Thanksgiving time, 
$668.00 was realized. 


“East of the Sun and West of the Moon” 


Mrs. Edwin M. Miller is in charge of the Mis- 
sionary Nurses and Scholarship Loans and from 
her report we learn that during 1938 we have had 
fourteen nurses in our training school who plan 
to do missionary work abroad. But the scholar- 
ship fund will only stretch so far and only six of 
that number have had the fund available for their 
use. 
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A special scholarship fund has been available 
this year. It has been given by a Board member 
and the fortunate young woman was one of out- 
standing ability, recommended by Miss McMillan. 
During the year $200.00 was returned to the gen- 
eral fund by a young woman who expected to go 
abroad: but Cupid interfered. 


Ten loans have been made during the year. One 
young woman, Mary Isabelle Taylor, has just 
arrived in Africa. She was sent out under our 
Presbyterian Board of Foreign Missions. Here 
in the land of David Livingstone and his black 
men, she joins forces with Winona Thorne and 
Helen Whiley, two other graduates of our train- 
ing school, and both former recipients of this 
same scholarship fund. 


These graduates and ambassadors of Jesus 
Christ have gone out to the far corners of the 
earth and in remote and isolated places they are 
proclaiming health, peace and good will among 
God’s people everywhere. 


“Knit One, Purl One” 


“The Needlework Committee report consists of 
two halves, both of which are equally important,” 
says Mrs. John W. Bingham, Chairman. First 
is the work of the various Presbyterian churches 
for the hospital through the Sewing Room, and 
second, numbers of articles donated and worked 
upon by Board members and their friends for the 
Sewing Committee. 


Two churches, Drexel Park and Trinity, re- 
turned work every month of last year. Three 
churches turned in over 1,000 articles each, dur- 
ing the year, Rogers Park leading with 1,828 
pieces of sewing. The total number of articles 
received from all the churches was 17,666. 


January was the smallest month, with only 52 
articles returned, while October led with 308 
articles. Our hats off to Mrs. St. Jeans of the 
Drexel Park church whose indefatigable energy 
has brought in well over 80 garments made by 
her own hands. 


The total number of articles received from this 
group has been 1,149. They have been given to 
the (1) Social Service Department; (2) to Miss 
Morley on the Children’s Floor; and (3) to the 
Baby Clinic. 


“All This and Heaven Too” 


The report of Mrs. William A. Douglas is the 
second one which exceeds that of last year. Here 
is the report of the Child’s Free Bed and Babies 
Alumni Fund. Four individuals, one Girl Scout 
Troop, one fifth grade girls Sunday School class, 
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and forty-three Sunday Schools gave this year 
$1,471.00, being an increase of $211.00 over last 
year. 


Several new Sunday Schools contributed this 
year for the first time and some old ones made a 
decided increase in their gifts. The Babies 
Alumni list is constantly growing as you may 
easily imagine. We now have 254 babies enrolled, 
and this year they paid in $320.00 in dues, which 
was an increase of $100.00 over last year in this 
Department. 


Monies have been coming in from Sunday 
Schools trained by devoted, loyal women for 
eighteen years now toward a Child’s Free Bed in 
our hospital. This year the ninth Free Bed has 
been completely endowed, and Mrs. Douglas has 
$462.00 toward Endowed Bed No. 10. 


“All This and Heaven Too!” 


“This Life I’ve Loved” 


A new Swedish cook employed during the holi- 
days asked of her mistress one day, “‘Where bane 
your son? I not see him round no more.” “My 
son,” replied the mistress, “has gone back to 
Yale. I do miss him dreadfully though.” “I know 
yoost how you feel. My brother he bane in yail 
six times since Thanksgiving.” 


I know each one of you will sympathize with 
anyone who tries to digest and unite all these 
reports in one. Each one is so full (1) of the 
work of our hands, (2) the consecrated thoughts 
of every woman, and (3) the overflowing love of 
each heart. It wasn’t easy to cut and slice such 
valuable figures and information which they con- 
tained. But I’ve loved doing this report and I 
can truthfully say it has given me a clear insight 
into the functionings of our great Board which I 
shall always cherish. 


I dare not close these pages without paying 
tribute to: (1) our President, Mrs. Irons, for 
her faithful hours of loving service; (2) Mr. 
Bacon, whose presence is always a pleasure and 
on whom we all lean so heavily; (3) Miss Stein 
and her efficient staff for serving our lunches so 





quickly and promptly, and her many other kind- 
nesses; (4) the Rev. Russell L. Dicks, who has 
so recently come to be our Chaplain and live in 
our midst; (5) Miss McMillan, who retired in 
October after thirty-five years of faithful, effec- 
tive service as head of our Nurses Training. 


The President and Past-Presidents gave Miss 
McMillan a lovely tea at the Fortnightly Club in 
October. The Board of Managers, the Medical 
Staff, and the members of our Board cooperated 
with the Alumni Association of the School of 
Nursing in establishing the Helena McMillan 
Educational Fund. The total from all these four 
sources now amounts to $4,324.00. But teas and 
funds could never adequately express our full 
appreciation of Miss McMillan. 


It is said that when Henry Clay returned to 
Kentucky from Washington by stage coach, that 
the horses were always rested after a long hard 
climb to the top of the high ridges of the Alle- 
ghany mountains. One day Clay stood with his 
cloak around him looking over the mountain tops 
and valleys stretched out in panorama before him. 
A friend, after some time, intruded upon Clay’s 
musings and said, “And what do you see, Mr. 
Clay?” “I am listening to footsteps of the coming 
millions.” 


So, too, if Miss McMillan listened she could hear 
the footsteps of hundreds of nurses whom she has 
trained. They make a never ending succession 
out into the future, and their personalities are 
projected into many lands round the world today 
while they minister to these ‘fon coming” millions. 


I often think of Angela Morgan’s bit of verse: 


“To be alive in such an age 
To live for it, to give to it 
Breathe the world thought, do the world deed 
Think hugely of thy brother’s need 
And what they love and what they weal 
Look to the work the time reveal, 
Give thanks with all thy flaming heart 
Crave but to have in it a part 
Give thanks and clasp thy heritage,— 
To be alive in such an age.” 


“That’s My Story”! 





$3.00 a year. 
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The annual subscription price to HOSPITALS is $2.00, and is included in the payment of 
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Management of Emergency Cases 
in a Municipal Hospital 


HENRY GREENBERG, M.D., and HARVEY GOLLANCE, M.D. 


ganization and facilities is devoted to care 

of emergency cases. By emergency cases 
we mean all the traumatic injuries treated by the 
hospital staff. Yet a survey of the hospitals in 
this country, even including those handling large 
numbers of these cases, shows that few have an 
organization planned exclusively for treating 
traumatic injuries. 


A LARGE part of a municipal hospital’s or- 


It is of great economic and social importance to 
the individual, hospital and community, that these 
patients be treated promptly and properly, that 
they may be returned to civilian life with the opti- 
mal functional result obtainable—and this in the 
minimum of time. 


Morrisania City Hospital is under the author- 
ity of the Department of Hospitals of the City of 
New York. It must be prepared to furnish care to 
all emergency cases applying directly from a dis- 
trict of approximately one million people. More- 
over, it must receive cases referred by other hos- 
pitals. 


Management of these emergency cases requires 
integration into a well balanced unit of a number 
of hospital services and administrative functions. 


These are: 
1 Ambulance Service 
2 Emergency and Admitting Ward 
3 Division of Roentgenology 
4 Ward Service 
a—Wards 
b—Plaster and Splint Room 
5 Operating Rooms 
6 Out-Patient Department and Follow-Up 
7 Records 


It is the duty of the hospital administration to 
see that these services and functions are coordi- 
nated into an efficient organization. 


Ambulance Service 


The most important single factor in the qual- 
ity of the ambulance service is the ambulance sur- 
geon. He is the representative of the hospital 
with whom the public comes in closest contact. It 
is in his power to be of great assistance or to do 
irreparable harm. An improper attitude on the 
part of the ambulance surgeon may impair the 
reputation of the hospital. If the intern is negli- 
gent in providing proper first aid care or is care- 
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less in arranging transportation he may do 
greater harm to the patient than any subsequent 
medical care can overcome. 


For these reasons, careful preparation must be 
made in assigning and training the ambulance 
surgeon. This service is a valuable part of intern 
education. At Morrisania, the intern must have 
completed at least four months’ service in the 
hospital before his assignment to ambulance duty. 
Six to nine months’ experience on the wards is 
usual for our ambulance interns. The medical 
superintendent must certify that the intern is 
qualified to undertake ambulance service. 


It has been our custom to have one of the mem- 
bers of our Medical Board meet the new group of 
ambulance surgeons for an intimate discussion of 
the problems and ethics of ambulance service. 


Here difficulties of the inexperienced ambulance 
surgeon are pointed out. There follows a careful 
demonstration under the auspices of our skeletal 
surgical staff of the treatment of emergency in- 
juries. The different types of splints, their in- 
dications and methods of application are shown. 
Various hitches and types of bandages are prac- 
ticed. Emphasis is placed on the proper care in 
transportation of spine and neck injuries, since a 
patient with this type of injury may be killed 
or paralyzed because of improper handling. 
The Department of Hospitals has ordered that 
fixed traction splints must be used in the emer- 
gency treatment of. fractures of both the upper 
and lower extremities. This has been facilitated 
by the use of the Thomas and Murray-Jones 
splints. 


Ambulance intern schedules have been worked 
out after a test of different types of programs. 
The ambulance surgeon now is assigned to this 
service for three months. Four men “ride” am- 
bulance exclusively during this period. Two men 
are on call each day and two are off. Our third 
ambulance which has relatively few calls is cov- : 
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Portable X-ray Examination, Using the Shock Proof 
Bedside Unit 


ered by the intern assigned to our specialty and 
out-patient department services. 


Morrisania’s three ambulances answer more 
than one thousand calls a month. While the major 
portion of these calls are sick cases rather than 
actual emergency injuries, ambulance facilities 
must be available for both types. 


A citizen may call an ambulance from any tele- 
phone merely by asking the operator for one. No 
charge is made by the telephone company for this 
service. The call goes to Police Headquarters and 
from there it is relayed to the proper district hos- 
pital by direct wire. The hospital telephone op- 
erator then notifies in rapid succession the ad- 
mitting clerk, the ambulance surgeon, and the am- 
bulance driver. The hospital administration is 
responsible for all calls once they are received by 
the telephone operator at the hospital. 


Drivers, ambulances, and mechanical servicing 
are provided by the Department of Hospitals. Am- 
bulances and ambulance bag equipment are uni- 
form throughout the Department. It is the duty 
of the medical superintendent to see that proper 
equipment is maintained. 


Emergency and Admitting Ward 


Our emergency and admitting wards are com- 
bined. Every case for admission to the hospital 
and every case requiring emergency care is seen 
here. Cases may arrive by our ambulance, by 
ambulance from other hospitals, by automobile or 
by walking in directly. People who apply to our 
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out-patient department for treatment when the 
appropriate clinic is not in session may be sent 
here if immediate advice or treatment is indi- 
cated. 


This ward is located on the first floor of the 
main building within a few feet of our ambulance 
entrance. It consists of a series of rooms on both 
sides of a corridor. It is accessible, but away 
from the main stream of traffic to the wards. On 
one side of the corridor are the male undressing 
and examining room; a consultation and minor 
surgical room; another minor surgical room with 
full equipment; and the female undressing and 
examining room. On the other side of the cor- 
ridor are two detention rooms designed to hold 
psychotic patients pending removal to psychiatric 
hospital; when not used for this purpose, the 
rooms serve as auxiliary examining rooms. One 
of these detention rooms is equipped with a 
Drinker respirator. 


Approximately 20,000 emergency treatments. 


and 13,500 admissions pass through the division 
yearly. 


The admitting physician is in charge. He is 
usually a graduate intern who has finished a 
twenty-four month rotating internship and is 
thoroughly familiar with the organization of the 
hospital. This is a full time position. Each ad- 
mitting physician works eight hours daily and 
forty-eight hours weekly. He is assisted by the 
ambulance surgeons. 


Any emergency case is seen immediately. A 
rapid but complete examination is made. If the 
injury is minor and does not require hospitaliza- 
tion, emergency treatment is given. The patient 
is then referred to his private physician or to the 
out-patient department depending on his financial 
circumstances. If the injuries are severe enough 
the patient is admitted to the hospital. 


The admitting physician may order any emer- 
gency x-ray examination if indicated. Cases of 
possible fracture and of opaque swallowed foreign 
bodies are routinely x-rayed. Any case where there 
is the least question of fracture is x-rayed. When 
the fracture is obvious, the patient is sent directly 
to the ward from the x-ray room. When the frac- 
ture is suspected, the patient is returned to the 
emergency room to await interpretation of the 
wet films. All positive cases of fracture or dis- 
location with the exception of fractured phalanges 
in good position are admitted. 


The personnel of the emergency room includes, 
besides the admitting physician and ambulance 
surgeons, two nurses, two male attendants, and 
a maid during the day, one nurse and orderly at 
night. 
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Division of Roentgenology 

A full time roentgenologist is in charge of the 
x-ray department, which is located conveniently 
to the traumatic wards, emergency room, and 
out-patient department. Equipment is available 
for doing a large volume of careful work. Trained 
technicians are on call 24 hours a day to do routine 
and emergency x-ray work. The films are readily 
available for use by the staff in treating these 
patients. Official interpretations by the roentgen- 
ologist or his staff are made on every film. X-rays 
are taken on all possible fracture cases immedi- 
ately unless shock or an equally valid contraindi- 
cation exists. All fracture cases are moved to the 
x-ray room with proper splints applied. The phy- 
sician alone removes splints or bandages. No 
technician may touch these. Portable x-rays are 
available at any time for use in those cases which 
cannot be moved. 


Ward Service 


Up to this point the patient has received emer- 
gency care directed towards minimizing further 
injury, towards making him comfortable, and to- 
wards establishing provisional diagnosis. All fur- 
ther care is given in the wards under the control 
of the visiting staff. 


Morrisania City Hospital is one of the few hos- 
pitals in the country which has separate skeletal 
wards, equipment, and personnel. Expert staff 
supervision and training assure the interest of 
the younger men. At no time is the care of the 
traumatic case subordinated to the care of the 
general surgical case. Under this arrangement 
we group all traumatic cases together with the 
exception of injuries to a viscus, so that the staff 
may observe and treat them more easily. 


We consider this the most efficient set-up to 
bring about improved professional care and tech- 
nique. Only when large series of cases are avail- 
able for comparison can new techniques be prop- 
erly tested and evaluated in a relatively short 
time. 


An average of 2,000 cases is treated yearly 
on this division alone. One of the improvements 
in technique is illustrated by the treatment of 
fractured necks of the femur. Formerly these 
cases were treated with the use of Spica casts 
and later by Russel traction. A large series of 
these cases using drill holes through the neck of 
the femur to shorten convalescence has been re- 
ported by one of our visiting staff. More recently 
a technique of inserting the Smith-Peterson nail 
has been perfected which promises to make the 
advantages of this method more widespread. 


Thus, not only is improvement in professional 
technique stimulated, but administrative detail is 
simplified. Nurses and attendants are more easily 
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trained. Equipment is centralized, immediately 
available and constantly accounted for. 


Four services make up the skeletal surgical di- 
vision. Two of these staffs are on service for the 
six-month period from February to August and 
the other two are on service for the succeeding 
August to February period. Each staff consists 
of a visiting skeletal surgeon, an associate visiting 
skeletal surgeon and a suitable number of as- 
sistant visiting skeletal surgeons. A neurosur- 
geon, a plastic surgeon and a diabetic consultant 
are included. A resident and four senior interns, 
two to each service, compose the house staff. Su- 
pervising the entire organization of the division 
is our surgical director. He acts in this capacity 
for the entire year. 


The treatment room on the traumatic ward has 
been modified into a special plaster room with a 
Hawley table and fluoroscopic table. We recently 
installed in this plaster room a Bergamini frame. 
This frame is of unusual value in reducing and 
maintaining the reduction of a fracture until a 
cast can be applied. It is of great value in the 
application of spica casts, especially to back in- 
juries. Closed reductions and many of the minor 
surgical procedures under local or general anaes- 
thesia are done in this plaster room. A special 
auxiliary splint room has been built on this floor. 
It is well lighted and the supplies are easily ac- 
cesible. Each ward has a completely equipped 
fracture cart. Sufficient metal frames made up 
for traction beds are always on hand. 


Operating Room 
Included in our group of operating rooms lo- 
cated on the ninth floor is one for the skeletal 
surgical division; it is equipped for plaster work 
as well as other surgical procedures. For the more 
formidable procedures, such as brain surgery or 





A Corner of a Skeletal Surgical Ward 
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Bergamini Frame—Application of Plaster Spica for 
Spinal Fracture 


complicated open reductions, a major operating 
room is used. 


Physiotherapy 


Physiotherapy is given to our traumatic pa- 
tients when indicated. The physician in charge 
of this department has special training in this 
field. Upon request of the visiting staff, he ad- 
vises and supervises the treatments given by 
trained technicians. Following discharge, physio- 
therapy is continued in the out-patient depart- 
ment. 


Out-Patient Department 


Thus far, we have noted the administrative and 
professional organization from the time of the 
original injury until the patient is ready for dis- 
charge. Proper care and check-up in the clinic is 
now important. We have daily morning clinics 
for our ambulatory skeletal cases. Each service 
has its own clinic, so that the patient may have 
the supervision of doctors familiar with his 
antecedent treatment. The chief of each clinic is 
appointed from one of the assistant visiting skele- 
tal surgeons. Each chief has his own group of 
clinical assistants. Previous x-rays and hospital 
records are on hand. In doubtful cases, the visit- 
ing skeletal surgeon may be consulted. Physical 
therapy procedures instituted on the ward may 
be continued in the out-patient department. X-ray 
check-ups are done whenever necessary, upon re- 
quest of the examining surgeon. 


Regular follow-up clinics are planned. These 
are grouped according to the type of injury. For 
example, a follow-up clinic is held for leg frac- 
tures; another is held for hip fractures which 
have been pinned. These follow-up clinics are 
held on Sunday mornings to facilitate the patient’s 
attendance. These clinics will observe the pa- 
tient’s progress both clinically and by x-ray until 
maximum function is reached. Social Service 
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maintains records of the patients and notifies each 
patient when to report for follow-up observation. 


Records 


Complete records are kept from our first con- 
tact with the patient until his final discharge. In 
traumatic cases these records are of two-fold im- 
portance. First, as in all cases, they are an aid 
in treating the patient and subsequently in evalu- 
ating the professional care given. Secondly, they 
are often required in the frequent medicolegal ac- 
tions that follow discharge of these patients. In 
keeping our records, we follow the standardized 
forms prescribed by the Department of Hospitals. 
These consist of an ambulance slip made out by 
the ‘ambulance surgeon, a record from the ad- 
mitting physician, a hospital ward chart written 
by the visiting and house staff and an out-patient 
department record. In addition to the medical 
records we keep the usual hospital records with 
the patient’s sociological and identification data 
and a record of the patient’s property on admis- 
sion. 


The ambulance slip contains the time the call 
was received, the time the ambulance surgeon re- 
sponded, the time the driver responded, the pa- 
tient’s name, address, age, sex, color, religion, 
country of birth, diagnosis, disposition of case 
(either hospital treatment or home treatment), 
the policeman’s number and precinct, the driver’s 
name and the ambulance surgeon’s signature. On 
the back of the slip there is a form releasing the 
hospital from responsibility in case hospitaliza- 
tion is advised but refused. When the call is com- 
pleted the ambulance surgeon stamps the time of 
his return to the hospital on the slip, and hands 
the slip to the admitting clerk; she in turn tran- 
scribes the essential points of that call into an am- 
bulance register. The original record is placed in 
a special ambulance file. 


The next records are made in the admitting 
room. If the case is to remain ambulatory, an 
out-patient department record slip with the main 
points of the history, physical findings, diagnosis 
and treatment is filled out by the admitting phy- 
sician. This information is filed in our clinic for 
use in subsequent care of the patient. if the case 
is to be admitted, a hospital admission record is 
used. This record shows the ward to which the 
patient is assigned and also the main points of 
the history, findings and provisional diagnosis. 
All this data together with a signed property re- 
lease and the nurse’s note from the admitting 
room accompany the patient to the ward and are 
filed on his hospital chart. 


The ward chart is uniform throughout all divi- 
sions of the hospital. It consists of the admitting 
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and progress notes by the visiting and house staff, 
a complete history and physical examination by 
the intern, order sheet, temperature chart, oper- 
ating sheet, laboratory reports and nurses’ notes. 


An interesting feature is our method of record- 
ing progress notes on the skeletal division. Each 
note summarizes briefly previous care as well as 
the present condition of the patient. For ex- 
ample, every fracture note will start with the num- 
ber of days post trauma, post reduction and post 
application of a particular cast or traction appara- 
tus. On operative cases, each note will indicate 
the number of days post operative. 


In the out-patient department, each clinic visit 
is recorded. Both anatomical and functional prog- 
ress is noted. On all fracture cases the amount of 
union and the degree of function is charted. The 
original hospital record is available for consulta- 
tion and these clinic notes constitute further prog- 
ress notes. 


In the management and treatment of the emer- 


gency accident case the hospital is called upon to 
accept patients who present conditions in which 
prodromal symptoms and incubation periods do 
not exist. An individual, regardless of age or so- 
cial station, is suddenly reduced from a state of 
apparent good health to that of acute suffering. 
His immediate well being and subsequent morbid- 
ity are directly dependent upon the speed and ex- 
pertness with which he is handled from the mo- 
ment that the injury is sustained until he is finally 
and permanently discharged from observation. 
Other highly important factors which require con- 
sideration in order to obtain the most desirable 
results include adequate modern equipment as 
well as thoughtfully planned organization of staff 
and personnel. 


This report was written because it was felt that — 
the steps taken in a municipal hospital to carry 
out carefully planned procedures in the manage- 
ment of the accident case are likely to be of inter- 
est to other institutions that are called upon to 
meet emergencies as they arise. 





National Hospital Day in 1939 


A manual is being prepared for National Hos- 
pital Day. The material will be submitted to the 
Public Education Council at the February meet- 
ing and then will be ready for distribution as soon 
as they can be printed. The manual will be stand- 
ard, with gray cover like other American Hos- 
pital Association publications, and will contain 
about forty-eight pages including the following 
material: Publicity, invitations, talks for civic 
clubs, radio addresses and floater announcements, 
list of available films, newspaper articles, proc- 
lamations, list of exhibits, with a large number 
of illustrations. Its purpose is to give the hospital 
administrator tangible material with which to 
work. 


Each state will again have a state chairman, 
almost all of whom have been appointed. We ex- 
pect to receive the rest of the appointments in the 
near future. The national committee will work 
through the state chairmen, sending all material 
to them. Then, they, in turn, will distribute it to 
the hospitals in their state. 


The same plan will be followed in Canada this 
year and we feel this is a progressive move. We 
have a general chairman for Canada whom we 
call the “Coordinator” and the provincial chair- 
men will work with him. Before Canada has been 
handled by one man. The Canadian set-up is as 
follows: 
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Coordinator: Dr. S. R. D. Hewitt, Saint John 
General Hospital, Saint John. 

Alberta: Murray Ross, Exec. Sec., Lamont Hos- 
pital, Lamont 

British Columbia: Dr. T. W. Walker, Royal 
Jubilee Hospital, Victoria 

Saskatchewan: Leonard P. Goudy, City Hospi- 
tal, Saskatoon 

Manitoba: Dr. Gerald S. Williams, Children’s 
Hospital, Winnipeg 

Ontario: Gordon Friesen, Belleville General 
Hospital, Belleville 

Quebec (and Prince Edward Island): J. H. 
Roy, Hospital St. Luc, Montreal 

Nova Scotia: Rev. H. G. Wright, Inverness 
County Memorial Hospital, Inverness 

New Brunswick: Dr. 8S. R. D. Hewitt 


Hospital Day will be brought before the public 
in a very forceful way in San Francisco and New 
York. Both the Golden Gate International Expo- 
sition at San Francisco and the World’s Fair at 
New York have set aside May 12 as HOSPITAL 
DAY. This is a great opportunity for the people 
of these two cities. 


At Toronto (at the time of the convention) the 
National Hospital Day Committee will dedicate a 
tree in honor of the late Matthew O. Foley, found- 
er of Hospital Day. Each state and province is 
being asked to bring an envelope of dirt to be 
placed around the tree when it is planted. 
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Recent Advances in Maternal and Child Health 


JESSIE M. BIERMAN, M.D. 


the Children’s Bureau into the causes of in- 

fant mortality showed the close relationship 
existing between the infant’s chances of survival 
and the earnings of his father; the health of his 
mother before and after his birth; whether she 
could care for him or whether she must work out- 
side the home; sanitary conditions; the way he 
was cared for and fed. 


Tee results of the first study conducted by 


Thus from the very beginning, it was clear that 
the problem of infant mortality is not only a med- 
ical problem; medical, economic, and sociologic 
factors are inextricably interwoven. All these 
factors have a part to play in determining whether 
the infant who survives is going to grow up to 
be a reasonably healthy and useful citizen. The 
Children’s Bureau has from the first used a uni- 
fied approach in discovering and serving the needs 
of children. Medical research, preventive medi- 
cine, and public-health methods have been utilized 
along with the approach and the methods of the 
social worker, the statistician, and the industrial 
economist to the end that the whole problem of 
child welfare be considered and the whole child 
served. 


Since the first baby-saving campaigns were held 
in the cities under the auspices of private organ- 
izations, the Children’s Bureau has been collecting 
data on methods used, gathering information on 
all phases of child life from its own studies and 
those of other organizations for the purpose of 
helping individual parents and communities in 
their efforts to improve the chances of their chil- 
dren for life, health, and happiness. 


Government Responsibility for Conserving 
Child Life 


The Maternity and Infancy Act of 1921 offered 
the first opportunity to apply this information and 
these methods on a large scale to mothers and 
children throughout the country. That Act, im- 


perfect as it was, made later progress possible. It © 


established the principle of government responsi- 
bility for conserving child life as well as other 
previously recognized natural resources, through 
a system of grants-in-aid to the states. With the 
passage of this Act, the Children’s Bureau was 
given administrative duties in child health in ad- 
dition to its other duties of investigation and re- 
porting. And now for the past two and a half 
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years it has again had administrative responsi- 
bilities in connection with Title V of the Social 
Security Act, the sections on Maternal and Child 
Health, Crippled Children, and Child Welfare. In 
addition, the Bureau has very recently been given 
the responsibility of administering the Child La- 
bor provisions of the Fair Labor Standards Act 
of 1938. 


The Social Security Act, in Title V, Part 1, 
authorizes an annual appropriation of $3,800,000 
for grants-in-aid to the states “for the purpose 
of enabling each state to extend and improve, as 
far as practicable under the conditions in such 
state, services for promoting the health of moth- 
ers and children, especially in rural areas and in 
areas suffering from severe economic distress.” 
The Maternal and Child Health Division was set 
up in 1935, under medical direction, to administer 
these grants to the states and to help the state 
health departments to develop effective programs. 
Through this division the services of regional 
medical consultants, pediatricians, obstetricians, 
public-health nurses, and a nutritionist are made 
available to the states for consultation and edu- 
cational purposes in connection with the program. 


Allotments to the states are made on the basis 
of plans and budgets prepared by the state health 
departments and submitted to the Children’s Bur- 
eau for approval. The allotments are based partly 
on the number of live births in the state and 
partly on the financial needs of the state in car- 
rying out its program. The major part of the 
allotment must be matched by state and local 
funds. 


The primary function is to provide extension 
and improvement of local health services to moth- 
ers and children by aiding local health depart- 
ments to establish services for mothers and chil- 
dren as a part of the local public-health program. 
Maternal and child-health conferences are con- 
ducted by local health officers and by local prac- 
ticing physicians who are paid for their services, 
and public-health-nursing services are made avail- 
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able to mothers and children in their homes. In 
addition to the educational value of the actual 
services given, special efforts are being made in 
every state to advance the public-health educa- 
tion, which is essential to progress. Special ef- 
forts are being directed against the annual loss 
of 12,000 mothers whose deaths are due directly 
to pregnancy—at least half of them needless—and 
120,000 infants under one year—at least a third 
of them needless. That a large number of these 
lives are lost needlessly has been well established, 
both through study of the causes of death and 
through demonstration of what may be accom- 
plished by good care. And every year that this 
program continues will give us additional proof 
that by supplying good prenatal and postnatal 
care, skilled obstetric care at delivery, together 
with good nursing care for the mother and for 
her baby, many of these lives can be saved. 


Cooperation of States in Maternal and Child- 
Health Program 


Each of the forty-eight states, Alaska, Hawaii, 
and the District of Columbia, is cooperating in the 
maternal and child-health program. The state 
staffs are all directed by physicians, most of them 
well-trained pediatricians or obstetricians with 
additional training in public-health administra- 
tion. Their staffs include maternal and child- 
health advisory public-health nurses, obstetric and 
pediatric consultants, nutritionist, health educa- 
tors, and dentists whose services are available to 
local communities. A most important feature of 
the state program is the great extent to which 
existing resources within the state have been util- 
ized. Other official agencies and private agencies 
engaged in lines of endeavor bearing on maternal 
and child welfare have been brought into active 
participation and cooperation so that duplications 
are avoided and a unified’ total effort insured. 
Never before have all forces interested in the wel- 
fare of the child joined hands as they have in this 
program. To my mind this cooperation is best 
exemplified in the local child-welfare councils de- 
veloped in some states in which representatives 
of the local physicians, dentists, business men, club 
women, the hospital superintendent, the school 
superintendent, the social worker, and county 
commissioners sit down with the local health offi- 
cer and public-health nurse and work out together 
a community plan for their children. The guid- 
ance and financial aid which they need to imple- 
ment their interest is now available through their 
state and Federal governments. Surely no better 
example of the successful working of a democratic 
form of government could be found. 


Each state plan, naturally, is different, being 
based upon its own needs and its own resources. 
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I am going to give you a few examples of pro- 
grams now being carried out in various parts of 
the country. 


Cooperative Plan in a Large Rural County in 
New Jersey 


A prenatal center has been established in a local 
hospital and is in charge of local obstetricians 
who are paid for their services from Maternal and 
Child Health funds. Obstetric consultation is pro- 
vided for the local physicians attending mothers 
in the low-income group. Home-delivery nursing 
service is supplied for patients being delivered in 
their homes by local physicians. Well-baby con- 
ferences staffed by local physicians who are paid 
for their services have been established in three 
different sections of the county. This program 
has the active cooperation of the state and county 
medical society. 


Hospital Centers for Premature Infants in 
Massachusetts 


In this state the law requires the prompt re- 
porting of the birth of a premature infant in a 
place other than a hospital or institution equipped 
to care for premature births. Transportation of 
the premature infant to a hospital premature cen- 
ter is provided and his care in the hospital paid 
for from public funds if the parents are unable to 
pay. Forty-eight such centers have been estab- 
lished. The establishment of a hospital center is 
arranged between representatives of the hospital 
—the hospital superintendent, the nursery super- 
visor, members of the obstetric and pediatric staff, 
a hospital board member—and the Division of Ma- 
ternal and Child Health and Public Health Nurs- 
ing. The standards set up are those used in Chi- 
cago and published in the Journal of Pediatrics, 
January, 1936. Transportation incubators are 
provided. Institutes for teaching modern methods 
in the care of the premature to public-health and 
hospital nurses have been provided for from Ma- 
ternal and Child Health funds. 


Nebraska also is undertaking a premature-care 
program on a large scale. 


Prenatal and Postnatal Clinics in Georgia 


In Georgia, in a rural county in which both the 
infant and maternal mortality rates are high and 
42 per cent of the deliveries are attended by mid- 
wives, an intensive maternal-care program is 
being carried out through the local health depart- 
ment to work out methods applicable to other 
areas with similar problems. Prenatal and post- 
natal clinics, staffed by an obstetrician on the 
health-department staff, have been established at 
strategic points to give this care to all midwives’ 
patients and to those of physicians who desire it. 
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Midwives are required to send their patients to 
these clinics. A complete program of midwife 
control, instruction, and supervision is being 
worked out. The obstetrician is available for de- 
livery of all midwife cases deviating from normal. 
He is also available for consultation to physicians 
upon request. Home-delivery nursing service is 
available to all physicians conducting home deliv- 
eries. Services of local registered nurses at time 
of delivery are utilized to complement the health- 
department nursing staff. Sterile packs are pro- 
vided to physicians for their home deliveries and 
certain sterile supplies to the midwives. 


Child-Health and Nutrition Demonstration 
in Georgia 


In another Georgia demonstration a well-round- 
ed public-health program with special emphasis 
on child health and nutrition is carried out in two 
rural counties where the incidence of malnutri- 
tion among children is high. A pattern is being 
worked out for use in other areas. This unit is 
headed by a pediatrician who works closely with 
the home and farm demonstration agents and 
other specialists from the State College of Agri- 
culture of the University of Georgia. A medical 
survey showed that one-third of the 1,800 school 
children examined were poorly nourished; less 
than one-third were considered really well nour- 
ished. 


The program begins with prenatal care and 
provides continuous health supervision through 
infancy and childhood by the establishment of 18 
health centers so located that no parent need 
travel more than 3 to 5 miles to reach a center. 
An intensive program of home gardening is 
being encouraged by the agricultural experts, and 
home canning methods are being taught so that 
there will be something else to eat in these homes 
besides cornbread, syrup, and fat meat, a diet 
which has played and is still playing such havoc 
with nutrition in the South. Gardening and can- 
ning are also taught in the schools. School lunch 
projects are being initiated with emphasis on 
teaching the children the content of an adequate 
diet. Projects for re-mineralizing depleted soils 
are being undertaken to insure proper mineral 
content of the food products raised. Georgia is 
already looking forward to a state-wide applica- 
tion of this program because it feels that no state 
can advance as it should when a large proportion 
of its population is poorly nourished. 


Combined Program of Public Health and Medical 
Care in South Dakota 


In a South Dakota county having an area of 
2,682 square miles and a population of about 3,000, 
there was no practicing physician and only one 
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citizen who was a graduate nurse. The nearest 
hospital was 70 miles from the county seat and in 
another county. The nearest railroad was 60 
miles distant. Maternal and Child Health funds 
have been used to pay a physician and a pub- 
lic-health nurse to conduct a generalized pro- 
gram of maternal and child health. The county 
commissioners agreed to pay $100 a month to- 
ward support of the unit in return for the doc- 
tor’s services in rendering all necessary medical 
care to relief patients. Patients able to pay for 
the services of the physician are required to do 
so. The county has ‘supplied a small center 
for the unit headquarters with 5 beds which are 
used to expedite the giving of medical care for 
acute illnesses. There is an agreement with a 
surgeon and with the hospital 70 miles away to 
provide care for patients requiring surgical treat- 
ment. All funds received as payment for care at 
the center are paid into the county treasury for 
further support of the center. The emphasis is on 
preventive procedures and public health. Every 
child in the county has been immunized against 
diphtheria and has been vaccinated. Every ex- 
pectant mother in the county but one was given 
prenatal care last year. The local Red Cross chap- 
ter has provided funds for the correction of de- 
fects in children. There is a county advisory 
committee and a hospital auxiliary committee 
made up of representatives from each township. 
The committee has raised sufficient money to sup- 
ply dressings, buy a stove, and is now buying an 
electric refrigerator. 


Programs in Other States 


The State of Texas is one of a number of states 
in which the Division of Maternal and Child 
Health of the State Board of Health is given the 
responsibility for the supervision of maternity 
homes, and every effort is being made to raise the 
standards of these homes. Thousands of small 
lying-in homes flourish in this country without 
any standards whatever and certainly constitute 
a menace both from the standpoint of the health 
of the mothers and babies and from the social 
standpoint. The very fact that there are so many 
of these places indicates the need for providing 
more adequate facilities. The Social Service Di- 
vision, with the cooperation of the Division of 
Maternal and Child Health of the Children’s Bu- 
reau, has studied State laws and is prepared to 
supply the states with information which will be 
helpful in preparing legislation designed to safe- 
guard the health and welfare of the mothers and 
babies cared for in all institutions accepting con- 
finement cases. 


I could go on telling you about California’s 
services for migratory workers, Connecticut’s ob- 
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stetric consultation services to local practitioners, 
Cleveland’s maternity classes, Arizona’s mobile 
tuberculosis unit, Indiana’s mobile dental unit, 
Tennessee’s mental-hygiene program financed by 
the Rockefeller Foundation, and many other inter- 
esting projects which would give you a better idea 
of the excellent beginning that has been made to- 
ward providing better care for the mothers and 
children of this country. 


Increased opportunity for improving basic pre- 
ventive maternal and child-health services has 
been provided to the fullest extent of the available 
funds. The reports of increased provision of fa- 
cilities for prenatal care, postnatal care, child- 
health conferences, organization of community 
resources, participation by local physicians, 
nurses, and non-professional workers, and in- 
creased education of personnel all show that much 
can be and indeed has been accomplished by the 
cooperative efforts of local, state, and Federal 
governments. 


But we have just begun. We know now better 
than ever before the extent of our problem. We 
know how poorly developed are medical-care fa- 
cilities for mothers and children in many sec- 
tions of the country. Funds have not been suffi- 
cient to provide medical and nursing care at de- 
livery except to a limited extent on an experi- 
mental basis. 


Further progress can be made only through 
concerted effort of all concerned with this prob- 
lem. Professional resources must be increased 
through better undergraduate and graduate edu- 
cation of nurses and physicians in obstetrics and 
pediatrics; there must be better distribution of 
competent physicians, better utilization of avail- 
able medical and hospital services under both pub- 
lic and private auspices, more general recognition 
of maternal and child health as a part of public- 
health responsibility. All these things can be ac- 
complished. 


I think the public has shown unmistakably, on 
several occasions of late, that it is demanding bet- 
ter care for its mothers and children. I note that 
several political aspirants have become aware of 
this sentiment. It is encouraging to note that 
campaign promises of better care for mothers and 
babies and freeing the health department from 
politics are being included in planks for political 
platforms now more than ever before. 


Role of the Hospital in Maternity and Infant Care 


I would like to consider briefly some of the ways 
in which hospitals can and do fit into the picture. 
I have mentioned one rural maternity demonstra- 
tion which uses the community hospital as its cen- 
ter, from which the hospital obstetrician renders 
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consultant service to local physicians conducting 
home deliveries with the aid of public-health- 
nursing service. We know that in considering 
the problems of maternal care, we must consider 
the matter of home deliveries and shall have to 
continue thinking about them for a long time yet. 
In competent hands they are as safe as—or safer 
than—those occurring in many of the poorly 
equipped, poorly staffed rural hospitals now avail- 
able. Delivery at home or in the best hospitals 
is not safe without competent medical and nurs- 
ing care. But we also know that certain compli- 
cations of pregnancy and labor demand hospital- 
ization. It would appear that the most practicable 
plan in most rural areas is the well-planned home 
delivery with the best medical and nursing care 
obtainable and a plan for expert consultation serv- 
ice and transportation to a good hospital when 
a serious complication is encountered. With an 
adequate system of prenatal care, many of these 
complications can be diagnosed in advance and 
plans for delivery made accordingly. With plan- 
ning, such a hospital may be of service to a rather 
large area, especially with the increasingly better 
roads. 


About two-thirds of the two million babies born 
each year are born in homes and one-third are 
born in hospitals. The American Hospital Asso- 
ciation, the American College of Surgeons and 
other organizations have for many years exerted 
their influence to raise the standards for the care 
of maternity patients in hospitals. 


Among the major objectives are proper organ- 
ization and equipment for the segregation of 
mothers and newborn from all other patients in 
the hospital, accommodations and facilities where- 
by all cases of infections among mothers and the 
newborn may be completely isolated from other 
patients, proper facilities for the care of prema- 
ture infants, provision for consultation before tne 
performance of any major obstetrical procedures, 
and provision for emergency blood transfusion. 

I have mentioned the hospital premature cen- 
ters which when developed on a large scale will be 
a great factor in decreasing infant mortality from 
the greatest single cause of infant deaths, espe- 
cially if the home is properly prepared for the 
return of the infant. The public-health nurse and 
the medical social worker have important func- 
tions here. Too often, the delicate infant is sent 
into a home environment which is entirely unfit 
and efforts in his behalf in the hospital are nulli- 
fied. 

Aside from the function of the hospital in pro- 
viding the care necessary to save the lives of 
mothers and babies, I can see a much broader field 
of usefulness for the hospital in taking an active 
part in the promotion of the health of the com- 
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munity by lending its facilities to the prevention 
of disease as well as in its cure. This has been 
done to a great extent by the hospitals in the cities 
through their out-patient departments and their 
visiting staff of social workers and nurses, but 
to a much less extent in rural areas, where such 
service is greatly needed. 


In most rural hospitals a medical social worker 
might seem like an unnecessary “frill,’’ but surely 
in rural areas we have proverty, ignorance, insan- 
itary housing, inadequate nourishment, fatigue, 
and all the other factors which we recognize as 
having an important bearing on illness. Who is 
there in the average rural community that knows 
how these factors influence illness? In the old 
days, we expected the country doctor to know, and 
some of them did and still do have an extraordi- 
nary ability to size up the whole situation and 
deal intelligently with it. 


But things have changed. The problem has be- 
come too complicated. The practice of medicine 
has become more and more a science and less and 
less an art, and social work has developed technics 
for dealing with social problems far beyond the 
doctor’s training and experience. The doctor and 
hospital serving a large rural area greatly need 
the medical social worker’s help in meeting the 
perplexing problems with which they must deal. 
Establishing out-patient service and nursing and 
social services might well prove as effective in the 
long run as merely increasing the number of hos- 
pital beds in rural areas without provision for 
these services. 


. Lee K. Frankel a number of years ago spoke of 
the hospital of the future as bound to become the 





educator of the community in the field of public 
health and preventive medicine. The trend in this 
direction began a long time ago when the first 
hospital had a nurse follow a baby home to teach 
the mother how to feed and care for him so that 
he would not be back in the hospital the following 
week with the same illness. From that time the 
hospitals have been engaged in the practice of 
preventive medicine. 


I do not pretend to know the answers to the 
many serious problems concerned with providing 
adequate medical and hospital care in the rural 
areas of the country, but it would seem that there 
might be much merit in the suggestions made by 
various students of the problem that the small 
hospital-medical center furnishing the essential 
facilities and equipment for the modern diagnosis 
and treatment of disease, a few beds for emer- 
gency cases, and an arrangement with a larger 
distant hospital with complete equipment, might 
answer some of our problems. Certainly young, 
well-trained physicians might be more willing to 
enter country practice if they had access to such 
a center. If we are to raise the standards of 
medical care in the rural communities, we must 
have better doctors there. 


I can see this little hospital center rendering 
a great service to a rural community through the 
services of the medical social worker and the pub- 
lic-health nurse, helping the doctor to care for his 
patients in the home more adequately and teach- 
ing him how to keep well. I can see it functioning 
as the teaching center for preventive medicine— 
where the health department and the medical 
practitioners can join hands in teaching the people 
how to live to be well. 


Byron TA. Stewart 


Byron W. Stewart, superintendent of the 
Youngstown Hospital, died at his home at Youngs- 
town, Ohio, Tuesday, January 24. 


In his passing the American Hospital Associa- 
tion has lost one of its most active and able mem- 
bers, and the Ohio State Hospital Association has 
lost a valued member of its Board of Directors. 


Mr. Stewart has been active in the hospital 
field in Ohio for the past twenty years and has 
been a leader in building up the Ohio Associa- 
tion, the oldest of all of our state hospital asso- 
ciations. He served as its president in 1933-1934. 
As chairman of its Legislative Committee, he se- 
cured the passage of the Motor Vehicle Bill which 
sets a precedent for other states in paying hos- 
pitals for the care of indigent victims of high- 
way accidents. He directed the Minimum Wage 
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legislation to its completion. His relations with 
all the state boards in Ohio have been of inestima- 
ble value to the hospitals. 


Mr. Stewart established the Youngstown Hos- 
pital as one of the most outstanding institutions 
from an administrative standpoint. 


He gave himself without reservation to all 
who sought his counsel and aid. His civic ac- 
tivities made him one of the leading citizens 
of the community which he served so long and 
so well. His last achievement was the installa- 
tion of a Hospital Service Association. Quiet, 
effective, sincere, generous, loyal to his friends, 
enthusiastic for the cause he made his life work, 
“Barney” Stewart’s loss will be felt as his work 
is appreciated. 
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Evaluation of Medical Treatment in Clinics 


FREDERICK MacCURDY, M.D. 


patient service presents a particularly diffi- 

cult problem. One might say it is almost an 
impossible problem. Perhaps, as near as anyone 
can arrive at a yardstick with which to evaluate 
what we are doing in the out-patient service is to 
question: Is every man giving his best; is his 
heart in the work; and has he the leadership 
which inspires him to constant effort at self- 
improvement in his chosen profession? If so, we 
are delivering a high quality product. If not, 
what is the administration and profession doing 
about it? 


To evaluation of medical care in the out- 


Standards for Medical Care in Out-Patient 
Departments 


Fundamentally, the standards for medical care 
set up in the institution result from inspirational 
leadership and not from the effort of one or more 
forceful personalities to bend the will of the 
many. Proper leadership stimulates the desire 
to accomplish, the will to do in each member of 
the organization. It is the cohesive force of staff 
unity. Our end result, or medical care, is the sum 
total of the individual effort to reach a goal which 
each man has set for himself. This type of or- 
ganization may sound a bit visionary; but it is 
practical—it is possible. 


The handicaps of private practice are lack of 
basic training and experience of the physician, 
together with the fact that we permit him to 
practice medicine unsupervised. He may easily 
and, if so inclined, does assume responsibilities 
far beyond his capacity. He frequently lacks the 
laboratory facilities and the hospital facilities to 
do good clinical work, and his patients are finan- 
cially unable to meet the expense of either. These 
faults may be compensated in clinic practice. 


We have other hurdles in clinic practice to 
surmount, to correct which we should give much 
time and attention. Faulty organization per- 
mits lack of continuity of care under one physi- 
cian; we often fail to consider the patient’s time 
and convenience; fail to supervise a junior inex- 
perienced staff ; to supply the necessary social and 
technical assistance to approximate the best in 
private practice. We fail to elicit the necessary 
knowledge of social and economic factors which 
are frequently more basic in planning medical 
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care and prognosis than the actual indications for 
medical therapeutic measures and the lack of 
which not infrequently negatives our entire med- 
ical program for the individual. 


As was mentioned before, the basis of evalua- 
tion is found in actually maintained medical 
standards of the individual and the institution as 
applied to a particular patient group. We all 
know from experience that even men of moderate 
intelligence and training, but with high ideals, are 
superior workmen to the more brilliant but less 
self-disciplined members of our staff. We all 
know of numerous examples of where very small 
institutions with even limited facilities do excel- 
lent work and where some larger institutions by 
comparison furnish poor medical care. 


Comparing Results of Out-Patient Care 


It might be boring to most of us who are en- 
gaged in this work, to detail the many methods 
which can be employed to get a comparative idea 
of the results of various phases of medical care, 
such as study of diagnosis, records, the various 
angles of patient management, etc., because thes: 
have been so often discussed in our various meet- 
ings together. 


After all, is it not the end result or a completed 
analysis of the various phases of the work which 
must give us an idea of the effectiveness of our 
efforts? Our success will be reflected in the com- 
munity through the word of mouth publicity of 
the satisfied patient, and a constantly increasing 
tide of demand vf persons not only in the indigent 
group but among the lower middle class appli- 
cants who will constantly come and plead to be 
rendered the same type of service which you are 
giving to the poor. This demand will be reflected 
in your admitting services, and in a larger and 
increasing reference by letter of patients from 
private physicians. , 


An Out-Patient Department—Good Medical Care 


Its Objective 


Perhaps there is no better way to illustrate the 
idea of good medical care and the degree of ad- 
ministrative and professional organization nec- 
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essary to produce it than to bring before you.an 
example. Let me sketch what is happening in an 
out-patient unit which set out with really good 
medical care as its objective. This particular 
unit has gained an enviable reputation and is con- 
stantly receiving visitors from the professional 
world everywhere. This particular clinic group 
illustration was selected for another reason. 
Diagnosis in this specialty can be made with rea- 
sonable certainty; visual technique has been well 
perfected; and the end results obtained can be 
measured with almost mathematical certainty. 


This group deals with a problem of fracture 
and maintains a unified clinic and ward service 
caring for about 3,000 individuals per year. A 
brush picture of their operations will serve to 
illustrate not only their organization but also how 
methods of medical care may lead to a direct self- 
evaluation from a medical and adminitsrative 
point of view. 


The fracture clinic was organized with the basic 
idea of giving the best medical care that could be 
given to fracture patients and with the additional 
function of learning what happens to a fracture 
during a healing, and the best way to care for 
the various types of lesion occurring in this field. 
It might be added in passing that they have 
clearly demonstrated the definite inseparability 
of medical care, teaching, and research as a com- 
mon problem. Their organization further per- 
mits the carrying through of a sufficient number 
of types of conditions over a period to reach an 
opinion and a determination as to the value of 
their procedures. It gives them more than a 
passing impression, namely actual results of ob- 
servation. 


It is obvious that, in order to carry out their 
function, the physical set-up calls for a carefully 
integrated in-patient and out-patient service 
under the same personnel. It also necessitates a 
well directed patient-doctor relationship with con- 
tinuity of treatment and service whether the pa- 
tient be ambulatory or confined to his bed within 
the institution. The bed patient, upon discharge, 
should continue under the care of the physician 
who treated him on the ward. Proper organiza- 
tion permits this being carried out. 


Briefly summarized, their organization calls for 
a professional personnel which is properly trained 
and under the inspirational leadership of one of 
the senior surgeons. The chief of the service, or 
his direct representative, is required to be pres- 
ent at every session to see all new cases and 
assign them according to the abilities of his men. 
Senior surgeons are consulted preceding all 
changes proposed in the type or character of 
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treatment, and final diagnoses must receive the 
approval of either the director of the service or 
his conference group. A consultation service is 
maintained for the benefit of all other clinic de- 
partments where either fracture or post-fracture 
problems are present. Regular weekly conferences 
of the clinic personnel are held to discuss prob- 
lems, both medical and administrative. The 
members of the staff are carefully advised as to 
the results which have been tabulated of past 
performance; apprized of new information in 
their field; and in other ways helped in their 
educational as well as their clinical endeavors. 


The Two-Fold Obligation of the Out-Patient 
Administration 


The obligation of the administration is two- 
fold: the furnishing of reasonable treatment fa- 
cilities, such as x-ray, operating room, instru- 
ments, etc., in a physical space lay-out which is 
compact and planned for efficient patient han- 
dling; second, the administration sees that their 
obligations are met for furnishing service ad- 
juncts to the physician, such as clerical, social 
service, nursing, adequate record facilities, phys- 
ical therapy, and other helps. These relieve the 
physician of those details which might prevent 
his entire time and attention being directed 
toward the medical care of his patient. They 
also promote volume of medical work per physi- 
cian through the organization of his time. 


Clinic Routine 


Just a word as to clinic routine may be in 
order. Policies are definitely defined and written 
rules and regulations made available to the staff 
and other contacts. These are broad enough to 
include the care of the patient from his arrival, 
whether walking or riding. They begin with the 
first contact, because the fracture may include 
splinting and other preventive measures which 
can influence the entire after-care of the situa- 
tion. A twenty-minute emergency x-ray service 
is available at all times. Prompt response is re- 
quired of the staff. As nearly as possible initial 
medical contact is made with a senior member 
of this clinic team, thus avoiding mistakes and 
frequently, to the patient, much discomfort, and 
delayed end results. Interns may not reduce a 
fracture without an attending or senior surgeon 
present. 


At all times there is strict enforcement and 
follow-through of these established routine rules 
and regulations. 


It is the first visit duty of the surgeon seeing the 
patient to secure adequate history, laboratory, 


HOSPITALS 





“> ee Dm %m o> = O55 


Pa eo ee a ee ee a a le 


the 

or 
is 
de- 
ure 
ces 
ob- 
“he 

to 
ast 

in 
eir 


VO- 


en 
aff 


al, 
he 
de 
ch 


ice 
re- 
ial 
er 
nd 
nd 


on 


nd 
es 


he 
Y; 





and other tests. sufficient to reach a provisional 
if not final diagnosis. He also evaluates the dis- 
ability factors which indicate most of the adverse 
social implications and sets in motion the machin- 
ery made available by the institution to treat the 
psychological and social components as well as the 
actual physical disability of the individual. 


The Discharge of the Patient 


In those patients sufficiently disabled to go to 
bed or needing operative procedure, discharge is 
followed by arrangement for post-ward conva- 
lescence and adequate follow-up. Follow-up is 
used alike for the patient who has been in the 
ward or who has attended the clinic only. A 
follow-up to a definite end-result conclusion is a 
fixed part of the patient service. In addition, 
facilities are used for the teaching of interns, 
nurses, medical students, and graduate physicians 
on the staff, the value of adequate care and pro- 
cedures used in this department. 


Without going into medical or administrative 
procedure in any further detail, it might be of 
interest to show how, under such a regime, the 
individual patient responds to the attention he re- 
ceives, and becomes so interested in his own con- 
dition that cooperation is almost automatic. A 
few figures on the follow-up in this particular unit 
will help to impress this point. Of 2300 individ- 
uals cared for in 1934, 91.8 per cent kept follow- 
up appointments. Of the 2113 who attended, 
895 of 967, or 92-plus per cent of those attending 
both ward and clinic, and 1218 of 1333, or 91.3 
per cent of those registered in clinic only, re- 
turned. In 1937, we have essentially the same 
figure, with about 20 per cent more patients. 
These figures are those of actual attendance, and 
do not include the reports received from non- 
resident patients, or persons unable to respond to 
follow-up requests but from whom we had com- 
munications. 


Medical Care in the Out-Patient Department 


Let us now take the methods ordinarily used 
for the evaluation of medical care components by 
the professional group in private and clinic prac- 
tice, and apply them to the work of this particu- 
lar group under discussion. We find that— 


1 Individualization of treatment is carried out 
to the fullest possible extent, even to supervision 
of physical therapy, etc. Especial emphasis is 
laid upon this point. 

2 The patient has had his disability rated and 
this rating used both in planning for care and in 
making prognoses. 

3 He has had adequate consultation in his spe- 
cialty and other departments through free use of 
refer. 
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4 If his condition is unusual, he has had group 
study and consultation. 

5 His psychological and social needs have re- 
ceived adequate attention. 

6 He has been thoroughly educated concerning 
his own conditions and has been made as self- 
reliant in the carrying out of his convalescent 
care as possible. 

7 He has kept his appointments faithfully and 
has wasted as little time as possible waiting or 
in unnecessary visits during his treatment. 

8 He has had a letter from follow-up or social 
service visit if necessary. 


In addition, and about which the patient knows 
nothing, there has been— 


1 An adequate unit history compiled. This 
has been reviewed, together with x-rays and all 
other information. 

2 There has been a checking of the final diag- 
nosis. 

3 There have been periodic revisions of the 
written standards of care. 

4 All correspondence has been cared for. The 
physician referring the patient has been contacted 
by letter and abstract of the case furnished him, 
and advice sent him about the care we are giving 
him. 

5 Community agencies have been contacted and 
used where necessary. 


The consensus of opinion of those who have 
reviewed the work of this clinic group is that 
the end result is superior to what could have been 
accomplished by the average private physician for 
his patient and equal to that of the specialist, if 
not surpassing it, because he would have been 
handicapped by the patient’s inability to meet the 
necessary expenses of such a treatment even with- 
out consultations. 


The methods of evaluating the work of this 
unit, if practically and not theoretically applied, 
may be used for other clinic departments—per- 
haps with a few necessary variations. If we ap- 
proximate the best in private practice, then we 
have in the clinic by comparison rendered as good 
medical care as can be given our own community. 
Our conscience and not our pocket-book should 
be our guide. 


If we evaluate our medical care from the stand- 
point of the community and render a service as 
described above, then it would seem the real an- 
swer to the problem of good medical care to those 
financially unable to pay their way would lie with 
the group or clinic care properly organized and 
supervised, as it offers the greatest possibilities 
for meeting a patient’s need satisfactorily. 
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Care of the Mother and the Newborn in the 
General Hospital 


Administrative and Clinical Efficiency and Control 


FRED L. ADAIR, M.D. 


not included in this discussion, is, without 

question, the ideal type of institution for the 
care of mothers and their babies. It should serve 
as the model for all general hospitals to follow in 
developing their units which are to be devoted to 
the care of mothers and newborn infants. 


Tx: maternity or lying-in hospital, which is 


The pregnant women who enter and the moth- 
ers and newborn infants who leave a general 
hospital should not be placed where they will 
come in contact with personnel who care for other 
types of patients. When prospective mothers 
enter the hospital and when infants are born, they 
are usually well, whereas other patients are gen- 
erally sick. Every contact which the mother or 
her infant has in the hospital with either equip- 
ment or personnel should be regarded as a poten- 
tial conveyor of infection. 


Problems of Medical and Nursing Care 


Both mother and baby present special problems 
of medical and nursing care which rarely or never 
arise with other patients. No one person could 
supply all of the care necessary for either mother 
or baby or both. If this were possible, it might 
be advantageous in some ways, but to a great 
extent unworkable. The same individual cannot 
wash the floors, prepare the food, deliver the 
mother, change the infant, and keep the books. 
The aim of all administration should be to make 
the organization function as one individual with 
head, brain, spinal cord, endocrines, nutrition, 
emunctories, and extremities all working normally 
and in co-ordination. 


Efficiency means efficient personnel working 
with effective equipment in a satisfactory phys- 
ical plant. Control means self-sufficiency and self- 
control. No machine and no organization can 
work with maximum efficiency where there is 
friction. It is essential, therefore, that the pur- 
poses and objects of the organization be clearly 
understood and accepted by every member of the 
institution. 
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The Purpose of the General Hospital 


The purpose of a general hospital is to render 
the best possible service to all the patients who 
come under its care. The purpose of the obstetric 
department is to give the best possible care to the 
mothers and babies. This can be accomplished 
only by the co-ordinated effort of a competent 
personnel who are interested in doing their tasks 
well, no matter how small they may be. Perhaps 
in these days and times we are less inclined to 
perform a task thoroughly and less apt to take 
pride in doing even:a trivial thing well. 


What Good Administration Requires 


It is generally accepted, I believe, that good 
administration requires a single head who should, 
at least in a democratic society, be a leader in- 
stead of a boss. However, there has to be a cen- 
tralized authority. Hospital boards are frequently 
composed of well-intentioned individuals who have 
been more or less successful in various activities 
but who know little about such institutions as 
hospitals. They should be content with giving 
the hospital their financial and moral support and 
secure a competent person to carry out its pur- 
poses. As soon as inability to do this is shown, 
such a person should be removed before the mo- 
rale of the personnel is destroyed and the prestige 
of the institution damaged. 


The administrative head of a general hospital 
should be either a physician with good business 
and executive ability or a well trained hospital 
administrator with a medical background and 
viewpoint. Under him there should be the heads 
of the various departments, such as building and 
grounds, housekeeping and laundry, nutrition, 
nursing, and medical. 
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The medical organization should consist of the 
various departments of a general staff organiza- 
tion. It is doubtful if a chief of staff is desirable 
except in a special hospital, though an elected 
chairman of the staff organization is necessary. 
A chief of staff is apt to be most interested in his 
own specialty and the other departments may 
suffer accordingly. An executive staff consisting 
of the heads of the various departments is de- 
sirable. 


Of necessity the income of a hospital must 
equal or exceed the expenditures. Unless there 
's an endowed and earned income sufficient to give 
idequate service to the patients, the public would 
be better served if its doors were closed. The 
axiomatic statement can be made that a hospital 
with an income insufficient to care properly for 
its patients should either be adequately financed 
or closed. The converse is not true, and a hos- 
pital with sufficient income may not give proper 
service either due to poor business management 
or to incompetent personnel. 


The business management of a hospital should 
be good. Poor business judgment and manage- 
ment result in excessive cost and poor service. 
There should be the best understanding and clos- 
est cooperation between the business office and 
the professional staffs in order to secure efficient 
conduct of the various divisions and to have the 
necessary and best equipment and personnel. 


In discussing a maternity hospital or section, 
it is of course necessary to consider both mother 
and baby, and in discussing them one has to think 
of the physical plant, the equipment and the per- 
sonnel who serve the hospital and the patients. 
The development and building of hospitals in this 
country have been rapid and in some instances 
have bordered on the luxurious. Probably this 
country can boast of the finest institutions of this 
type in the world and yet we can be humbled for 
possessing some of the worst. 


In discussing the hospital care of maternity 
cases one can justifiably be retrospective. One of 
the first and chief stimulants to the development 
of hospitals in this country was the necessity for 
care of surgical patients, and many hospitals were 
built, equipped, and staffed with this point in 
mind. 


Shift in the Substitution of Hospital for 
Home-Delivery Care 


It is unnecessary and not pertinent to discuss 
at this time the many factors which have brought 
about the rapid shift in the substitution of hos- 
pital for home-delivery care. In many, probably 
almost all, instances this was thrust upon inade- 
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quately prepared hospitals by a rapid change in 
public and professional opinions and demands. 
When there occurs in any community within the 
space of a decade or two a shift in hospital de- 
liveries from 25 per cent to 75 per cent of the 
total deliveries, it would not be surprising if there 
were a failure to measure up to the ideals of 
proper standards for the care of mothers and 
new-born babies in those institutions which had 
been built, equipped and staffed primarily for dif- 
ferent purposes. 


Such a change in hospital clientele was in most 
instances unforeseen and gradually it dawned 
upon hospital authorities that their buildings, 
equipment, and staff organization had to be al- 
tered to render properly this type of service. It 
has been a gradual realization and an adaptation 
which has not as yet been completed. 


Even specialized maternity hospitals do not 
measure up to the ideal standards in some in- 
stances. That is because we are just coming to 
realize what constitutes ideal standards for the 
best type of care for mothers and their babies. 


In addition to local stimuli for the betterment 
of hospitals and for the improvement of this spe- 
cialized type of service, national organizations 
have undertaken to elevate hospital standards in 
general. Also special standards have been set up 
for various special services in hospitals. 


Probably the most active and influential among 
these organizations has been the American Col- 
lege of Surgeons, which has done and is doing 
monumental work in improving hospital standards 
and in safeguarding the lives and health of hos- 
pitalized patients. Besides the general and other 
standards which have been set up and estab- 
lished, there have been promulgated the special 
minimum standards for obstetrical departments 
in hospitals. These standards are the subject of 
the panel discussion which is before you this 
afternoon. ‘ 


Articulation of Other Hospital Services with 
the Obstetrical Service 


It is to be clearly understood that in a general 
hospital other services which are not exclusively 
obstetrical must be closely articulated with the 
obstetric service and be prepared to give the type 
of specialized care required by mothers and 
babies. 


To illustrate specifically what is meant, it may 
be clearly stated that such services as nursing, 
nutrition, and anesthesia have to be especially 
adequate for the type of care required in a mater- 
nity hospital. 
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One fundamental requirement is that this serv- 
ice be individualized. This means first that there 
must be a separate or an individual part of the 
physical plant devoted to the care of the mother 
and of the babies, that there must be separate or 
individual equipment for this department and sep- 
arate or individual personnel. It means, second, 
that each patient, mother and baby, must be in- 
dividualized with regard to the physical plant, 
the equipment and personnel. This seems like a 
simple statement, but the effective establishment 
of such a routine for mothers and babies requires 
a most painstaking routine by well-trained, effi- 
cient, and conscientious personnel. 


All contacts with hospital personnel and vis- 
itors must be minimized and all possible measures 
taken to eliminate carriers of infection. This 
means especially those who have, or have recently 
had, communicable diseases. The infections of 
the respiratory tract are especially important, 
since virulent organisms, such as the streptococ- 
cus, are not infrequently present in the nasal and 
oral discharges. Even though these organisms 
may not be so virulent for the carrier, they may 
prove fatal when conveyed to the parturient 
woman by droplets, the breath or the hands of 
the carrier. 


The isolation of other patients with infections 
is important, and it is vital that the personnel 
coming in contact with these infected patients 
should not touch the mothers and babies who are 
free from infection. Holmes and others have 
proved without doubt that an attendant can carry 
infection from a woman with puerperal infection 
to one who is free from it. 


Obstetrician Should Have Complete and Final 
Authority 


It is difficuit for me to accept fully any idea 
other than that the obstetrician should have final 
and complete authority regarding the adminis- 
tration and supervision of the maternity division. 
It is impossible to detach his professional respon- 
sibility from other services, and the results of 
good work on his part can be ruined by lapses in 
the technic of others. The complete authority 
should rest in one person to see that the proce- 


dures, etc., established by the staff are enforced 
as fully as the resources of the institution permit. 


Consultation a Vital Aspect of Medical Care 


A vital aspect of medical care is that of con- 
sultation. This is very important for the protec- 
tion of the best interests of the patient, the hos- 
pital, and the prestige of the medical profession. 


Consultation is sometimes difficult, as some 
members of the medical profession resent the im- 
plication that they may not be omniscient. Un- 
fortunately, the ones who mind it the most are 
often those in greatest need of it. It is best to 
consider a consultation as a helpful conference 
rather than as an arbitrary decision. It should 
be regarded as being of educational as well as pro- 
tective value. Consultation should be encouraged 
and, if necessary, insisted upon wherever the in- 
terest of mother or baby is in jeopardy. They 
should not be in any sense perfunctory matters, 
and the consultant should be qualified in the opin- 
ion of others as well as in his own. 


Closely akin to timely consultations are staff 
conferences, where care, management, procedures 
and results, good and bad, can be discussed and 
evaluated. Regular and interesting staff meet- 
ings are essential, where the discussion, while 
impersonal, should be frank, complete, and of edu- 
cational value. For these meetings full and com- 
plete case records are necessary, and it is impor- 
tant to note that such records must include not 
only the story of the patient while in the hospital 
but also the history, examinations, and observa- 
tions of the patient during the prenatal period and 
subsequent to her discharge from the hospital. 
The baby cannot be regarded as an obstetric by- 
product and must be discussed on a par with the 
mother. No obstetric care is sufficient which ig- 
nores the attention and results for either mother 
or baby. 


No results should be considered adequate which 
end in loss of life or impairment of health for 
either mother or baby. We all realize that per- 
fect results are not always attainable for many 
reasons, for there are hereditary and environmen- 
tal factors which cannot always be controlled with 
our existing facilities and knowledge. 





Arizona Hospital Association 


The meeting of the Arizona Hospital Adminis- 
trators was held January 14 at Adams House, 
Phoenix, for the purpose of organizing a state 
hospital association. 

Dr. C. G. Salsbury, superintendent of the Sage 
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Memorial Hospital, Ganado, Arizona, was named 
president. 

Other officers are Sister Ildephonse, Tucson, 
vice-president, and Dr. Charles W. Sechrist, Flag- 
staff, secretary-treasurer. 
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The Luetic Clinic in the Out-Patient Department 
of the Hospital for Joint Diseases 


MAXWELL S. FRANK, M.D. 


active luetic clinic, the organization and func- 

tioning of which are acceptable to the New 
York Tuberculosis and Health Association and to 
the Department of Health of New York City. 
With a new out-patient department under con- 
struction, and in anticipation of an increase in 
the ambulatory case load, the Hospital undertook 
a survey of the activities of the luetic clinic, from 
the administrative, professional, and public health 
viewpoints. This was done to ascertain the facts 
and trends in this ever-growing clinic, and to ex- 
amine the administrative and professional activi- 
ties for the purpose of ensuring the continuance 
of high standards. 


Te Hospital for Joint Diseases conducts an 


In addition, the case load is becoming increas- 
ingly heavy for one clinic. This study is an at- 
tempt to analyze that problem preparatory to un- 
dertaking its solution. Mass treatment in clinics 
is obviously contrary to sound principles of medi- 
cal practice. “In sound management of patients, 
the method of dealing with a problem is deter- 
mined by its nature. The most advanced institu- 
tions . . . constantly endeavor to maintain this 
principle by study of the problem and by adjust- 
ment of activities, personnel, and mechanical ar- 
rangements thereto. . . . To carry this out, to- 
gether with thorough, coordinated diagnosis and 
treatment, involves important practical functions 
of clinic administration and medical work— 
namely, control of the stream of patients by se- 
lection and limitation of intake to the number who 
can be given adequate care.” ! 


The study which follows is based upon an an- 


alysis of the clinic records of five hundred unse- 
lected patients from the files of the luetic clinic 
of the out-patient department of the Hospital for 
Joint Diseases. The clinical chart of each patient 
was analyzed from these viewpoints: 


Residence 

Sex 

Color 

Religion 

Birthplace 

Date of admission to the luetic clinic 

Clinics or other sources referring the patient 
to the luetic clinic 

Stage of the disease upon admission to the 
luetic clinic 


‘Davis, Michael M., Clinics, Hospitals, and Health Centers, 
Harper & Brothers, New York, 1927, pp. 102-1038 
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Present treatment status 

Clinics to which the patients were originally 
admitted 

Fees paid by the patients for their treatment 

The number of clinics, other than the luetic 
clinic, attended by the patients 

The number of patients admitted to the Hos- 
pital for in-patient treatment 

The schedule and personnel of the luetic clinic 

The intake and census of the luetic clinic 


Sex of Patients 


The distribution between the sexes was fairly 
even, there being 50.6 per cent males and 49.4 
per cent females. 


Color of Patients 


The out-patient department of the Hospital for 
Joint Diseases is situated in Harlem, a district 
which has a high incidence of syphilis among its 
Negro population. 


Table I demonstrates the remarkably high per- 
centage of colored patients (62.6 per cent), re- 
ceiving treatment in the luetic clinic. The two 
factors which contribute almost entirely to the 
high case load of colored patients are the loca- 
tion of the Hospital and the high incidence of 
syphilis among the colored population of New 
York City, a fact which has been established by 
studies made by various public health agencies. 


Religion of Patients 


In common with almost all other voluntary hos- 
pitals, the Hospital for Joint Diseases accepts pa- 





TABLE I 


Percentage Distribution of Patients 
According to Color 








No. of 
Patients Percentage 
UN is. yas cvs hae 186 37.2 
COMO is scans cicodewnn’s 313 62.6 
WOU. aeceescecvoncees 1 0.2 
WORM MES chavs cw deaas cakes 500 100.0 
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TABLE Il 


Percentage Distribution of Patients 
According to Religion 








No. of 
Patients Percentage 
Roman Catholic .......... 181 36.2 
Greek Catholic ........... 3 0.6 
PPOUUMEES. 6 ois saves Ses ee 282 56.4 
0 Se eee 30 6.0 
Mohammedan ............ 2 0.4 
ee er ees” 2 0.4 
> Ore eae 500 100.0 





tients for treatment regardless of their race, color, 
or religion. Table II shows that 56.4 per cent of 
the patients in the luetic clinic were Protestant, 
36.8 per cent Catholic, 6 per cent Jewish, 0.4 per 
cent Mohammedan, and 0.4 per cent who denied 
any religious affiliation. 


Birthplace of Patients 


Eighteen per cent of the patients were natives 
of Europe, 0.4 per cent of Asia, and 81.6 per cent 
were natives of the Americas. It is of interest 
to note that only 4.2 per cent were Puerto Ricans, 
but 13.8 per cent were born in the British West 
Indies. There was a fairly high percentage of 
patients (8 per cent) of Italian birth. 


Residence of Patients 


Only 41.8 per cent, or 209 patients, reside in 
the district approximating that which the Hos- 
pital for Joint Diseases is intended to serve. This 
leaves a total of 58.2 per cent, or 291 patients, 
whose care should be the responsibility of neigh- 
boring hospitals. The liberal admission policies 
of the Hospital for Joint Diseases have resulted 
in definite overcrowding in its out-patient de- 
partment. 


According to the Minimum Standards for Out- 
Patient Departments in Hospitals of the Ameri- 
can College of Surgeons, “patients accepted for 
care in the out-patient department shall be lim- 
ited to the number that can be cared for by the 
medical staff on duty, and accommodated by the 
space and equipment available.” * The question 
of factors affecting admission to the out-patient 


department is also of importance in this connec- 
tion. The studies made by Margaret L. Plumley* 
have shown that restrictions to admission to clin- 
ics are usually based on residential, racial, or 
socio-economic grounds. Every out-patient de- 
partment formulates definite admission policies. 
In New York City, the only type of restriction 
to admission is usually residential. 


This study illustrates how difficult it has be- 
come in our clinic to restrict admissions even on 
this one basis. Often, under a policy of “rugged 
individualism,” the voluntary hospitals of a com- 
munity draw up their admission policies without 
regard for those of adjacent hospitals. The re- 
sult is that there is frequently created a “‘no-man’s 
land” or district between neighboring hospitals, 
the medical care of whose indigent sick has been 
assumed by no institution. More rarely, some de- 
gree of overlapping may occur. Concerted action 
by all the hospitals in a community might well 
make for effective uniform admission policies 
which would provide proper medical attention for 
those who seek aid in out-patient departments. 


Fees Paid by Luetic Clinic Patients 


The full fee in the luetic clinic of the Hospital 
for Joint Diseases is seventy-five cents, which in- 
cludes examination, treatment, and the drugs used 
in treatment. 


The most striking feature of Table III appears 
in the high percentage of patients (63.6 per cent) 
who are being treated without cost. Of these, 
78.3 per cent are on relief under the Emergency 
Relief Bureau; 7.5 per cent are employed on WPA 
projects; and 14.2 per cent are recipients of as- 


' sistance from other sources, both governmental 


and voluntary. Only 12.4 per cent (or 62 pa- 
tients) of the patients in the study pay the full 
fee of seventy-five cents. 


These findings raise the question, “Is it the duty 
of voluntary hospitals to assume the medical care 
of the indigent syphilitic?” The City of New 
York has indicated its responsibility for their 
treatment by supplying certain anti-luetic drugs 





2“Manual of Hospital Standardization’ American College of 
Surgeons, Chicago, Illinois, 1937, P. 54 

’Plumley, Margaret L., “Admission Policies for Out-Patient 
Departments,” Hospital Management, February, 1938, pp. 20-22 
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TABLE Ill 


Percentage Distribution of Patients 
According to Fees Paid 








Pay Patients Free Patients Total Patients . 
Full Pay Part Pay Home Relief W.P.A. Other Free Total 
No. % No. % No. % No. % No. % No. % No. % No. % 


62 34.1 120 =—65.9 249 878.3 24 «7.5 45 14.2 182 36.4 318 63.6 500 = 100.0 
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to the clinics of voluntary hospitals. The burden 
upon the voluntary hospitals is a heavy one, and 
the question of how long it can be carried must 
be squarely faced. 


Period of Attendance in the Luetic Clinic 


The burden has become even heavier, for after 
apparent clinical cure, the patient must be 
brought back for re-examination, additional clini- 
cal information must be collected from time to 
time, and social adjustments must be made. It 
is only by these means (that is, organized, thor- 
»ugh follow-up) that the end results for the wel- 
fare of the patient can be obtained, and the 
knowledge of diagnosis and treatment advanced. 


Most of the patients who have attended the 
luetic clinic for periods exceeding five years are 
not under active treatment; they are requested 
to return at yearly or semi-yearly intervals for 
follow-up examination and advice. 


Those patients whose lues has been classified 
in Table V as “active” or simply as “lues” belong 
in the classification of advanced or tertiary lu- 
etics. Similarly, the classification of latent lues is 
also applied in the clinic to patients with tertiary 


lues. 


It is of extreme professional interest to note 
the low percentage (4.8 per cent) of patients with 


congenital lues. In an active clinic with thorough ° 


follow-up and examination of all contacts, this 
finding is truly remarkable. Comparable statis- 
tics from other luetic clinics might shed some light 
upon this finding. 





TABLE IV 
Percentage Distribution According to Period of 
Attendance in the Luetic Clinic 





Year of 





Year of Admission Attendance in No. of 
to Luetic Clinic Luetic Clinic Patients Percentage 

U1. 2 ee 13th year 1 0.2 
Bei sien aoay 3 Xe 12th year 0 0.0 
eC San ae 11th year ; 0.2 
BOG icine 08 10th year 5 1.0 
WG Seok o0c2iu 9th year 15 3.0 
J | eee ae 8th year 15 3.0 
0 er ae 7th year 15 3.0 
Oe eee 6th year 27 5.4 
CS. Sere 5th year 65 13.0 
i a aera 4th year 105 21.0 
BE ic) Heese ie ti 3rd year 101 20.2 
BONE asia 9.0 wine de 2nd year 105 21.0 
Gea oe 85 wens 1st year 45 9.0 

OR ERE iis etn y Revie ce cones 500 100.0 





*Up to the time this study was undertaken, 
i.e. March, 1938. 





TABLE V 


Percentage Distribution According to Stage of 
Disease Upon Admission to Luetice Clinic 





No. of Patients Percentage 





Prinaieg  Lut@ss os 6s bi ess eee 11 2.2 
SOGORGRI 66 co iS ik econ 36 12 
TORGIGEG) i. s cise eect ewes ccle. 285 57.0 
OIGO ec ot a eet cect ee 1 0.2 
NN eerie a Scaat waco esa 119 23.8 
COMUNE hoe oa cere es 24 4.8 
EMME ie vin codes Ore ee denen 24 4.8 

NPRM Rio nk aise a sad els 500 100.0 





Present Treatment Status 


Because of the nature of the disease and its 
treatment, syphilis must be treated thoroughly 
and regularly if cures are to be achieved. In view 
of this fact, Table VI is of interest, since it illus- 
trates the very low percentage of patients who 
have become delinquent in their visits to the clinic 
for treatment. 


Since delinquent patients are followed up by 
the medical social service department, the low 
percentage of delinquent patients revealed by this 
study indicates the good quality of the follow-up 
work being accomplished by this department. 


Original Out-Patient Admission and 
Sources of Reference 


Only 27.2 per cent of the patients were orig- 
inally admitted directly to the luetic clinic. The 
medical and orthopedic surgical clinics together 
originally received 46.6 per cent of the patients 
studied in this series. Regarded from another 
viewpoint, this means that 72.8 per cent of the 
patients in the luetic clinic were originally ad- 
mitted to other clinics. An extremely low per- 
centage (0.8 per cent) was referred by private 
physicians. Other hospitals referred 6.8 per cent 
of the patients studied in this series, mainly be- 
cause of the availability of treatment at evening 
clinics at the Hospital for Joint Diseases. 





TABLE VI 


Percentage Distribution According to 
Present Treatment Status 





No. of Patients Percentage 





Under Active Treatment..... 412 82.4 
Treatment Inactive.......... 62 12.4 
Delinquent Patients......... 26 5.2 

OAR ic ade wnsceudeces 500 100.0 
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TABLE VII 


Percentage Distribution According to Number of 
Clinics Attended in Addition to the Luetic Clinic 





No. of Percentage of 


No. of Other Patients Attending Patients Attending 





Clinics Attended Other Clinics Other Clinics 

0 31 6.2 

1 148 29.6 

2 125 25.0 

3 63 12.6 

4 42 8.4 

5 30 6.0 

6 25 5.0 

a 12 2.4 

8 11 2.2 

9 5 1.0 

10 5 1.0 
11 3 0.6 
|! i 8 Fr rae 500 100.0 





Attendance at Clinics in Addition to the 
Luetic Clinic 


This analysis was made in order to arrive at 
an estimate of the total number of clinics in the 
out-patient department attended by patients re- 
ceiving luetic treatment. 


Table VII shows that 31 patients, or 6.2 per 
cent, attended no clinics in addition to the luetic 
clinic; 148 patients, or 29.6 per cent, attended 
one clinic in addition to the luetic clinic; 125, or 
25.0 per cent, attended two additional clinics; 
63, or 12.6 per cent, attended three additional 
clinics; 42, or 8.4 per cent, attended four addi- 
tional clinics; 30, or 6 per cent, attended five ad- 
ditional clinics; 25, or 5 per cent, attended six 
additional clinics; 12, or 2.4 per cent, attended 
seven additional clinics; 11, or 2.2 per cent, at- 
tended eight additional clinics; 5, or 1 per cent, 
attended nine additional clinics; 5, or 1 per cent, 
attended ten additional clinics; and, 3, or 0.6 per 
cent, attended eleven additional clinics. Including 
attendance at the luetic clinic, the average num- 
ber of clinics attended by each patient was 3.71. 
These findings indicate the magnitude of the work 
involved in the treatment of patients suffering 
from syphilis. It also shows that many luetic 


patients are generally in poor health and present 
symptoms and conditions in addition to luetic dis- 
ease. Only a small percentage (6.2 per cent) had 
not attended other clinics, but since these were 
patients in the early phases of treatment, it is 
fair to expect that as their treatment advances 
they will be referred to other specialty and gen- 
eral clinics for observation and treatment when 
indicated. 


Sixty patients (12 per cent) had been admitted 
to the Hospital. Most of these admissions were 
for the purpose of performing a spinal puncture. 
Some of the admissions were for the treatment 
of complications arising from the lues for which 
ambulatory care was being given, and a few ad- 
missions were for unrelated diseases and condi- 
tions. 


Summary 


The active campaign against syphilis which is 
now being waged on many fronts has had reper- 
cussions in the out-patient departments of hospi- 
tals and clinics. A large percentage of luetic pa- 
tients eventually find their way into luetic clinics, 
either into those conducted by governmental agen- 
cies or those affiliated with voluntary hospitals. 
As more cases are discovered, and as patients are 
made more aware of the importance of sustained, 
thorough-going treatment, we may expect a fur- 
ther increase of luetic patients in out-patient de- 
partments. 


Efforts are being made by public health agen- 
cies and hospitals to return those patients who 
can afford private care to their family physicians. 
Practitioners are being supplied with anti-luetic 
drugs without charge, serological examinations 
are performed by health departments, and a con- 
stant flow of propaganda is maintained, designed 
to encourage patients to see their own physicians. 
Poor patients, however, will continue to attend 
clinics, and there undoubtedly exists a large per- 
centage of the population to whom even the most 
nominal fee which a physician can charge for 
treatment is prohibitive. Further, the case load 
of patients on relief and on WPA and similar 
agencies must be borne by public organizations 
and the voluntary hospitals. 





East Bay Hospital Conference 


Alfred E. Maffly, superintendent of the Berk- 
eley General Hospital, Berkeley, California, has 
been elected President of the East Bay Hospital 
Conference, succeeding Ellard L. Slack of the 
Samuel Merritt Hospital, Oakland, California. 
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Mr. Maffly has been Secretary of the East Bay 
Hospital Conference for the past four years. 
The membership of this Conference includes all 
the approved hospitals in the East Bay area of 
California. 
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Hospital Care Insurance as part of the Mid-Win- 

ter Conference of officers of state and regional 

hospital associations in Chicago, February 13, 

9:30 a. m. to 12, Room 10 Palmer House. 
—@—— 


Dates of the Mid-Winter Conference of Hospi- 
tal Service Plan Executives have been changed 
from those reported last month to February 8, 
9 and 10, 1939, in Cleveland, Ohio. Notice of this 
change has already been sent to those taking part 
in the program by Mr. John McNamara, chair- 
man of Arrangements Committee. The confer- 
ence is limited to persons directly connected with 
plans fully approved or approved as to form of 
organization. 

paren See we 

The Committee on Hospital Service has just 
compiled a schedule of rates of payment to mem- 
ber hospitals by approved hospital service plans. 
This information is for the confidential use of the 
Committee on Hospital Service and the approved 
plans. 

a 

Plan for Hospital Care, Chicago, reports that 
its second assembly of member hospitals will be 
held February 2nd at the Palmer House, begin- 
ning at 10 o’clock in the morning. Dr. M. T. Mac- 
Eachern, associate director of the American Col- 
lege of Surgeons, will speak at luncheon on 
“Standards of Service in Hospital Care Insurance 
Plans.” 

The Chicago Plan is interested in developing a 
slide film to be used before group meetings as an 
aid to enrollment representatives. The Commit- 
tee on Hospital Service would like to hear from 
other plans who have already developed or are in- 
terested in slide-films. 

a ee 

The New York Agricultural Conference Board 
has appointed a special committee to consider 
the possibility of rural enrollment in hospital 
plans. Their first meeting was held in Albany 
January 17, 1939, with representatives of several 
New York plans. 

Group Hospital Service of Kansas City, which 
began operations in August, 1938, was able to 
return during December all money contributed 
for the inauguration of the service. 

noiccegaliitcediaids 

FACTS, volume 12, number 6, December, 1938, 
issue of a publication of the Better Business Bu- 
reau of Akron, has several paragraphs concerning 
hospital care insurance plans in general. It at- 
tempts to educate consumers as to the two types 
of contracts being sold, those sponsored by hospi- 
tals and those by insurance companies. It ends: 
- “In considering such policies. and contracts, the 
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purchaser must consider the possibility of recov- 
ery to judge the actual worth of the alleged cov- 
erage.” 

iabiealiibindiliads 

A meeting of the House of Delegates of the 

California State Medical Association, held in Los 
Angeles on December 17, 1938, approved a plan 
for inaugurating prepayment medical service in 
the state of California. 

ear 


From the Bulletin of the Richmond Academy 
of Medicine for Decemher, we learn that the Rich- 
mond Hospital Service Association is now oper- 
ating at 13.2 per cent administration cost and that 
in three years’ operation, only four per cent of 
all contracts sold have been cancelled. This infor- 
mation is made public in the report of the Com- 
mittee on Medical Insurance to the Academy of 
Medicine which, in evaluating the work of the 
Richmond Hospital Service Association, urges 
the inclusion of medical costs in the present vol- 
untary plan. 

cekintiiiniedions 

At a recent board meeting, the Associated Hos- 
pital Service of Philadelphia deleted from its sub- 
scriber’s contract exclusions formerly in effect 
on venereal diseases, alcoholism, mental disorders 
and contagious diseases; also, coverage was ex- 
tended to subscribers as out-patients in cases of 


accident or emergency. 
———<e———_— 


Forms No. 7 and No. 8 are reported by the Bu- 
reau of Accident and Health Underwriters to be 
ready for use by casualty companies wishing to 
enter the hospital insurance field, although as yet 
no companies have decided to use them. “There 
seems to be the feeling,” says the National Under- 
writer (Dec. 29, 1938) “that the Bureau and its 
members were driven to take some action by the 
pressure of non-profit association operations, pub- 
lic demand for hospitalization and the federal 
government watching the experiment with keen 
interest.” 

jell aid 

Plan for Hospital Care of Connecticut has the 
following arrangement stated in its subscriber 
contract: “Cases in which the recommending 
physician advises admission to wards, and in 
which the hospital determines that the subscrib- 
ers are unable to pay physicians’ fees, will be 
cared for by the Plan for Hospital Care in ward 
accommodations.” 

‘dcpieinitiadtas 


Expanded Services 
Hospitals which have recently become partici- 
pating members of approved hospital service 
plans are as follows: 
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Saranac Lake General Hospital, Saranac Lake, 
New York, in the central New York Hospital 
Service Association, Utica. 

Homewood Hospital and Franklin Hospital, Min- 
neapolis, and Lakeview Memorial Hospital, 
Stillwater, Minnesota, in the Minnesota Hospi- 
tal Service Association. 

Hunt Memorial Hospital, Danvers, Massachu- 
setts, in the Associated Hospital Service of 
Massachusetts. 

Morristown Memorial Hospital, Morristown, New 
Jersey, in the Hospital Service Plan of New 
Jersey. (Subscribers to the Morristown Mutual 
Hospitalization Plan have been taken over by 
the state-wide plan.) 

Porter Sanitarium and Hospital, Denver, in the 
Colorado Hospital Service Corporation. 

Copley, St. Charles and St. Joseph Mercy Hospi- 
tals, Aurora, Illinois, in Plan for Hospital Care 
of Chicago. 

snietalitadinta. 

Meadville City and Spencer Hospitals, Mead- 
ville, Pennsylvania, in the Hospital Service Asso- 
ciation of Pittsburgh. 

spieisihaaliadtiliai 

Group Hospital Service of Alton, Illinois, in- 
creased its coverage to 30 days for all subscribers 
and extended its enrollment to include a sponsored 
subscriber program. 

sili 

Associated Hospital Service Corporation of 
Massachusetts announces the inauguration of a 
ward-service plan February first at rates of 60 
cents, $1.00 and $1.25 monthly for subscriber, 
subscriber and spouse, and subscriber and family 
respectively. Eligibility for membership in this 
plan is limited to the following income groups. 


Annual 
Income 
Single subscriber—no dependents......... $1,000 
Subscriber and one dependent .......... 1,250 
Subscriber and two dependents .......... 1,500 
Subscriber and three dependents......... 1,750 


Subscriber and four or more dependents... 2,000 

Increased benefits for all subscribers to the 
Massachusetts plan include x-ray examinations, 
when required, to a maximum of $25.00 for each 
subscriber during a contract year, where former- 
ly no x-ray service was provided. All medications 
and dressings are now included, instead of “ordi- 
nary medications and dressings.” Also, “routine 
laboratory examinations” has been changed to 
“all laboratory examinations,” and anesthesia will 
be provided regardless of cost, but only when ad- 
ministered by a salaried employee of the hospital. 

cpleaseibaiabenaenit 


Study of Individual Enrollment 
Dr. Kingsley Roberts, medical director of the 
Bureau of Cooperative Medicine, recently wrote 
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to the editor asking that the following idea be 
added to those expressed in “The Future of Hos- 
pital Care Insurance” by C. R. Rorem in last 
month’s News. 

“In the beginning of one of your paragraphs 
you make this statement, ‘the executives of non- 
profit hospital service plans have recognized the 
dependence of their organizations upon the partic- 
ipating institutions.’ Quite true, but I wonder 
if these same executives have recognized the de- 
pendence of their organizations upon the consum- 
ers of the service as your article goes on to point 
out. This movement is one which is a form of 
social insurance under non-governmental agen- 
cies. In such plans, I believe that the provis- 
ion should be made so that the voice of the con- 
sumer can be clearly heard. 

“The participating hospitals are of great im- 
portance. Without them the executives of the 
non-profit hospital service plans could not func- 
tion. But then again, unless the consumers buy 
the service, neither of them are effective... . I 
believe place should be made on the governing 
Boards of non-profit hospital service plans for 
representatives of the consumers of the service, 
thus making this movement more directly a form 
of social insurance.” 

At the request of Carl M. Metzger, director of 
the Hospital Service Corporation of Western New 
York, Buffalo, a survey was made of the practices 
of “individual” enrollment by approved plans. Of 
47 plans providing data, 18 had experimented 
with this procedure (nine in large cities, nine in 
small) and two had discontinued the enrollment 
of individuals. 

The following conclusions are justified from 
the experiences, which were reported in detail to 
the executives of approved plans: 

1 Subscription rates are usually higher for 
individuals than employed groups, either as 
monthly payments or enrollment fees. 

2 Quarterly or semi-annual (rather than 
monthly) payments are required. 

3 Benefits and hospital admission procedures 
are the same as for groups. 

4 Usually an age limit, health statement or 
waiting period is required. 

5 Individuals represent small proportions of 
total enrollment (yet exceed 50 per cent in two 
instances). 

6 Individuals tend to use proportionately 
more hospital care than groups. 

7 Individual enrollment requires more pro- 
portionate expense for administration and acqui- 
sition. | 

8 Eligibility for individual enrollment is usu- 
ally limited to self-employed persons (and their 
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families) or to those employed as part of small 
groups. ; 

9 Enrollment of “individuals” in self-formed 
groups yields same experience as individuals en- 
rolled separately. 

10 Group enrollment through place of employ- 
ment is the most satisfactory procedure, whether 
through payroll deduction or direct payment. 


a 


Memorandum on Publicizing Member Hos- 
pitals Through a Local Hospital 
Care Insurance Plan 


The natural interest of the public in non-profit 
community-sponsored hospital service plans has re- 
sulted in much favorable publicity in newspapers, 
radios, service clubs, church leagues, and popular 
magazines. Although most of this publicity has 
referred more or less directly to the hospital care 
insurance plans, indirectly the hospitals have bene- 
fitted. Through the support and cooperation of 
local radio stations, service clubs, welfare groups, 
and civic leaders, many residents have become, 
to some extent, “hospital conscious.” 


Hospital service plans are in daily contact 
with hundreds of employers in each locality. Em- 
ployers who may read or hear about the organiza- 
tion often call the office of the local plan and ar- 
range to have the details explained. Many of these 
executives in business and professional fields, large 
employers of labor, have very little real knowledge 
about their hospitals, and need to be educated in 
the community aspects of hospitals before the plan 
can be presented to their employees. Through 
courteous conferences with heads of local indus- 
try, hospital service plan representatives become 
public relations representatives of all the hospitals 
in the area. 


Contacts with large groups of employees, 
especially those in the low and static income 
classes, probably accomplish most good forthe hos- 
pitals. To understand how a hospital service plan 
acts as a public relations agency of the hospitals, 
it is necessary to know how it operates in enrolling 
employed groups. A meeting of all employees is 
called, usually on company time, but without any 
inference of the firm “pushing” membership on 
them. Voluntary enrollment is stressed. At the 
meeting, all phases of the plan are clearly ex- 
plained, and references are made to all the hos- 
pitals, not one particular institution. Hospitals 
are stressed as a vital part of the community. 


Every working day in at least sixty cities of 
the United States several meetings are held by 
representatives of the service plans. The value 
of the hospital is personally brought to the at- 
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tention of a great section of the employed popu- 
lation of the community and indirectly to relatives, 
friends, and business associates of these people. 


Unquestionably the hospital service plan is a 
most forceful and effeetive way of educating the 
public to proper evaluation of its community 
hospitals. 

C. J. Foley 


Group Hospital Service, St. Louis 


Hawaii Medical Service Association 


Americans may be interested in a voluntary 
health insurance plan which has developed in 
Hawaii out of a year’s study of a civic committee, 
headed by Margaret M. L. Catton of the Hospital 
Social Service. The Hawaii Medical Service As- 
sociation was organized as a non-profit mutual 
association in June 1938. 


Only employed groups of persons earning less 
than $300 per month are enrolled, and only on pay- 
roll deduction. Dependents are not covered. There 
is a $1.00 enrollment charge, payable once, and 
dues are $3.00 per month. For this amount the 
subscriber receives the services of any physician 
who is a member of the Honolulu County Medical 
Society for office, home or hospital calls or opera- 
tions. Members using more than $20 in office and 
home calls within the first six months of member- 
ship year will be required to pay half the amount 
of such cost during the balance of such member- 
ship year. In addition, subscribers receive 21 
days of hospital care (not exceeding $4.50 a day), 
operating room, anesthetic, ambulance service, 
x-ray and laboratory service to $35.00, medicines, 
drugs, supplies and dressings to $25, physiother- 
apy treatments to $15.00, one blood transfusion 
and one cystoscopy. Private nursing care will 
also be provided, when required, for 21 eight- 
hour nursing days. 


Care in childbirth is not covered, nor eye re- 
fractions, restorative dental care, or the cost of 
eyeglasses. Subscribers needing care away from 
Hawaii will receive only hospital benefits up to 
$150.00. Only service benefits are provided to 
subscribers. The plan has been approved and en- 
dorsed by the Honolulu County Medical Society, 
which has set up a fee schedule and in accordance 
with this bills the Association. 


Membership at the close of 1938 was 2,000, of 
which about sixty per cent was white, the rest 
Japanese, Chinese, Hawaiian. The population of 
Honolulu is 150,000 and there is another 60,000 
population to draw from on the Island of Oahu. 
Financially the plan appears to be successful 
since the first seven months’ operation showed 
a net profit of $2,879.00. 
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The Children Face the Morning Sun 


MABEL BARR, F.A.C.H.A. 


30, 1938, St. Christopher’s Hospital for 
Children, Philadelphia, officially opened its 
new hospital and nurses’ residence. 

The old building, which in appearance closely 
resembles Independence Hall, has been remodeled 
to accommodate the out-patient department. 

Located in a mill district which has been quoted 
“the most fertile field in America for a Children’s 
Hospital,” the old buildings fairly groaned under 
the task of carrying out the spirit of the Legend 
of St. Christopher in its service to the sick and 
the well children of North Philadelphia, where 
90 per cent of the population is of the under- 
privileged class. 

Two memorial gifts made it possible to de- 
molish eleven old residences and erect a most 
colorful modern structure at a cost of $390,000. 
The Emilie S. Bromley Fund created the hospital 
proper. Much credit must be given the architects, 
Thomas & Martin, who succeeded in designing a 
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building for an industrial center which gives the 
impression of a solarium. All children’s units face 
the morning sun. Double utility rooms run par- 
allel at the back. As the building is narrow and 
partitions are glass, the sun, when there is any, 
plays through the structure almost all day. 


This non-sectarian institution keeps alive the 
spirit of child interest which begins at the en- 
trance where the door-mats are decorated with 
nursery animals. The floors are cream rubber. The 
Venetian shades are a cool restful green. The 
beds in the infant division are pale blue, while 
green beds are used for the older children. 
Wrought iron fixtures in various animal and bird 
designs, holding hanging plants, are used gener- 
ously throughout the corridors. 
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Center Wing of St. Christopher’s Hospital for Children, Philadelphia 


February, 1939 


61 











Roof garden sections for patients, nurses, and resident 
physicians 


The milk laboratory, made possible through the 
memorial to Dr. Raymond Sommers, is sufficiently 
large to care for the infant division which is 
across the corridor. Here, as throughout the hos- 
pital, the built-in cabinets are stainless steel. This 
unit also has complete sterilizing and storage 
equipment. 


The operating rooms are windowless and air- 
conditioned with central dressing room, plaster 
and splint rooms, also doctor’s dressing room. 


The x-ray department was the gift of Dr. Alice 
and John North in memory of their father. 


Cafeteria 

The kitchen is central service and leads to an 
attractive cafeteria. The color scheme here is 
cream and green with cherry colored curtains. 
Hanging flowers in iron fixtures are equally 
spaced on the wall. The green leather benches are 
much sought after. The cream glass-topped tables 
seat two and four. All personnel are given semi- 
table service. Maids circulate serving second help- 
ings and remove dishes between courses. Much 





Milk Laboratory 
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thought is given by the dietitian to the serving 
counter where colored dishes and bowls and at- 
tractive salads lend added charm. Visitors are 
encouraged to make helpful suggestions. Anyone 
may invite guests at 25 cents per plate. 


Nurses’ Residence 


The William B. Scott Residence for Nurses was 
established by funds from the $450,000 estate 
which stipulated that $300,000 should be used for 
hospital endowment, the remainder for construc- 
tion. This building houses the graduate nursing 
staff who thoroughly appreciate the open fire- 
places and attractive homey surroundings. A 
telephone buzzer in each nurse’s room is a small 
detail but is a great convenience and labor saver 
in calling individuals to the corridor telephone 
booth. 


Since September, 1936, the nursing staff has en- 
joyed the eight hour, six day week. We read with 





Cafeteria (air conditioned and sound resisting). Green 
leather benches and tables on opposite wall 


interest in one of our annual reports of sixty years 
ago “Aunt Sophie was Matron, hostess, buyer and 
nurse and that if more hospital beds were added 
there would have to be a night nurse.” 


Out-Patient Department 


Three floors of the old hospital building have 
been remodeled for out-patient, department of pre- 
ventive medicine and medical social service de- 
partments, and is well adapted for the care of the 
55,000 patient visits which are handled annually. 


Admissions to the hospital run something over 
two thousand per year and parents are rated ac- 
cording to their ability to pay. 


The population is white of Scotch and Eng- 
lish descent. Excellent cooperation from the par- 
ents and the untiring efforts of medical social 
workers and volunteers have made possible a sub- 
stantial program of child health for the under- 
privileged of North Philadelphia. 
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How a Trustee Can Learn About His Own Hospital 


E. B. GERMANY 


and experience—should be utilized by the 

trustee in his relationship with his hospital. 
No trustee can fulfill his trust if he attends only 
the regular board meetings and at all other times 
forgets his responsibility. He should dedicate a 
definite part of his time each month to a visitation 
of his hospital for the purpose of inspecting the 
physical plant, studying the administration, and 
acquainting himself with the administrative per- 
sonnel. 


Tx two methods of learning—observation 


Observation Tours 


One visit to a hospital is not enough for a 
worth while observation. It is necessary to con- 
trast the appearance of the hospital at different 
times to see whether the physical properties are 
being maintained on a high level or being allowed 
to disintegrate. If he visits the plant often 
enough the trustee should be able to see where 
improvements and additions are necessary and, 
therefore, can act intelligently in his capacity as 
a trustee when the administrator makes requests 
for such improvements. 


Primarily, of course, the trustee is interested 
in the expenditures. He should acquaint himself 
with the system of bookkeeping so that he would 
be able to see at a glance whether the monthly 
reports, balances, and statements mean progress 
or retrogression. He should make a study of 
the methods used in purchasing supplies and 
equipment for the institution to see not only that 
the best merchandise is purchased but that it is 
purchased on a competitive basis, and that the 
purchasing is handled in an ethical manner. 


A trustee should take time to get acquainted 
with the administrative personnel. He should 
make friends with the superintendent, the super- 
intendent of nurses, the dietitian, the purchasing 
agent, and the engineer. These officers are men- 
tioned because of their direct contact with the 
personnel at large or because of their immediate 
relationship to the expenditure of funds. If time 
and opportunity permit, he should acquaint him- 
self with other members of the staff. 


The second method of learning—that of ex- 
perience—provides the trustee with only two op- 
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portunities. First, of course, would be as a 
patient in his own hospital. This would give him 
an opportunity for a closer observation and more 
careful analysis of a patient’s reactions to the 
service in the hospital. Other opportunities of 
learning by experience would be eating a meal 
in the dining room on some visit when his pres- 
ence has not been announced, visiting some of the 
floors at meal time, and visiting patients in the 
hospital, not particularly in an official way. How- 
ever, one visit to patients should certainly not 
cause him to form an opinion as to the adminis- 
tration of the institution. Several visits to dif- 
ferent patients should give him suggestions from 
which he can deduce and properly evaluate the 
type of service his hospital is rendering. 


A trustee must be alert and stand abreast with 
medical advancement. He must be as anxious 
to keep his hospital up-to-date and well-equipped 
as he would his own factory or office. 


Far too many trustees are appointed because 
of their prominence in the community and they 
usually accept because of the attainable political 
prestige and publicity which naturally flows to 
them on account of the hospital. They know prac- 
tically nothing of hospital methods and technique 
and usually make no effort to learn. Their hos- 
pital connection should be a sacred trust. It 
should inspire them to make the sacrifices neces- 
sary to be good trustees. 


I have spoken of visiting the hospital and the 
patients as well as the personnel. It is better to 
stay away unless one goes in the proper spirit. 
A trustee will learn much more and do infinitely 
more good if he goes with a smile on his face and 
kind thoughts in his heart. He must look for the 
good points in his hospital as well as the ones 
that could or should be improved. A word of 
praise where it is deserved and constructive criti- 
cism from a trustee who knows what he is talking 
about are important contributing factors in the 
development of any hospital. 
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Pennies or Safety 
R. D. BRISBANE 


tain companies desiring to profit by the sale 

of apparatus for “home” manufacture of 
intravenous solutions prompts us to recall the 
late but not lamented purveyors of “home brew” 
and the “makings” and the disastrous results 
therefrom. There, however, the parallel ends, 
for, whereas the consumers of the latter knew 
that a monel-lined stomach and the constitution 
of a lumberjack were necessary for survival even 
in good health, the helpless invalid has to take 
what is given him under the sign of the Caduceus 
and the Lamp, and be just another guinea pig in 
case a penurious superintendent is trying to pinch 
the pennies. 


G xin com arguments being advanced by cer- 


A final entry on clinical charts has read, 
“Given 1000 c.c. of 10% glucose intravenously. 
Severe chill and high temperature. Patient ex- 
pired.” This should have been changed to, “‘Given 
1000 c.c. of 10% glucose intravenously. Severe 
reactions due to impurities in same. Patient ex- 
pired. Superintendent charged with manslaugh- 
ter.” For it is nothing but manslaughter, irre- 
spective of how the death certificate may be 
signed. 


There may be in the largest institutions suffi- 
cient and properly constructed apparatus and 
trained chemists available to produce solutions 
that are nearly perfect; but for the ordinary in- 
stitution, neither the personnel nor apparatus is 
present. 


Producing Safe and Standardized Solutions 


Following is an outline of some of the reasons 
why safe or standardized solutions cannot be pro- 
duced in the majority of hospitals: 


1 Chemicals for the manufacture of these 
solutions must be not only labeled pure but tested 
chemically to insure their strength and purity, 
otherwise a standard solution cannot be produced. 
How many hospitals take the trouble to determine 
the purity of the ingredients used? 


2 Distilled water used in the manufacture of 
intravenous solutions must be free of all pyrogens, 
that is, the proteins left in the water by certain 
bacteria even though killed by sterilization. Ster- 
ility of the water is not enough. The best chem- 
ical tests perfected to date are not always 
sufficient to disclose the protein matter that may 
be present in sufficient quantity to produce re- 
actions. It has been found that ingredients as 
pure as sucrose of 99.98 per cent purity may still 
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contain sufficient protein to cause reactions at 
times. Biological tests must be run to assure the 
absence of pyrogens from each batch of solutions 
and few hospitals are prepared to go to this ex- 
pense. 


3 Contamination of the fluids may result not 
only from the pyrogens present, but from copper, 
nickel, or zinc apparatus; from the soft glass 
containers in which they may be stored or pre- 
pared; low grade filter paper; improper cleaning 
of receptacles; breaks in technic; from the air of 
the rooms in which they are manufactured; 
from careless personnel. The pH, that is, the 
acid or alkaline reaction of each particular batch 
must be determined, otherwise violent reactions 
may occur with possible fatalities. How many 
hospitals are prepared to make this important 
test? 


4 Supposing that all technic has been perfect 
up to this point in the manufacture of homemade 
solutions, there still is the possibility of contami- 
nation due to the inadequate and improper seal- 
ing of each container. In most cases, even if 
pressure sterilizers are available, these home 
brewed solutions must be thrown out after seven 
days’ standing. Likewise, there is the possibility 
of improper labeling and the always probable 
breaks in technic due to the illness of the regular 
chemist or pharmacist, vacations, and other 
periods where the manufacture is thrust upon in- 
experienced individuals not trained to the impor- 
tance of this very able but potentially dangerous 
agent of modern medicine. 


5 Then, before these solutions are used, there 
should be biological and bacteriological tests to 
determine whether they are up to standard. In 
the biological test rabbits generally are used, 
selected especially for large straight ear veins. 
Into these veins is injected a standard quantity 
of the solution to be tested, with rectal tempera- 
tures taken concurrently with the control rabbit 
without the injection, thirty minutes before and 
sixty minutes after the injection. There should 
be little or no variation in temperature between 
the test rabbit and that of the control rabbit. 
These rabbits also should be kept in air condi- 
tioned, temperature controlled rooms to provide 


HOSPITALS 








f the 


vitals, 





is at 
e the 
tions 
S ex- 


S not 
oper, 
ylass 
pre- 
ning 
ir of 
red; 

the 
atch 
ions 
lany 
tant 


fect 
lade 
imi- 
eal- 
1 if 
ome 
ven 
lity 
able 
ilar 
her 


Or- 
OuS 


ere 
to 
In 
ed, 
ns. 
ity 
ra- 
bit 
nd 
ild 
en 
vit. 
di- 
de 


LS 





uniformity in temperature results. Then there 
is the cost of replacement of the rabbits due to 
occlusion of the ear veins after repeated injec- 
tions. In order to be doubly safe, test solutions 
of the original chemicals should be used on rab- 
bits or other animals to determine the biological 
purity of dextrose, sodium chloride, sucrose, etc. 


Bacteriological tests consist of incubation of 
samples of solution in nutrient broth tubes and in 
agar adjusted to the pH desired. Tests with 
these media should extend over a period of days 
sufficient to thoroughly develop any culture and 
should be made in air conditioned rooms that 
provide freedom from contamination from ex- 
traneous sources. This incubation period for 
bacteriological tests generally equals or exceeds 
the time for which “home” manufactured solu- 
tions are safe, as it is conceded that “‘home”’ so- 
lutions should not stand over seven days. 


Considering the Cost 

Many other objections to the manufacture of 
intravenous solutions in the ordinary hospital 
might be cited but perhaps these are sufficient to 
point out to the superintendent inexperienced in 
solution preparation just what a dangerous proc- 
ess he is undertaking. For the conservation of 
lives of those entrusted to his care, some of whom 
may be his own loved ones, the best is never too 
good. One hospital congratulated itself on hav- 
ing but four per cent reactions in the use of 
homemade solutions, but nothing was said about 
how many of these reactions were fatal and that 
always is a possibility from untested and un- 
standardized solutions. 


If a counter statement may be in order, the 
hospital we represent has been using a commercial 
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solution for seven years, and as one of the largest 
consumers on the Coast with an average during 
the last year of nearly 20 liters a day not one 
unfavorable reaction has been known that could 
be traceable to the use of the intravenous solu- 
tion itself. Whether due in part to the large use 
of the solutions or not, we cannot say, but for 
several years we have enjoyed one of the lowest 
death rates—less than two per cent of institu- 
tional deaths from all types of cases handled in a 
general hospital with one-third of its patronage 
coming from rural areas. 


Last of all to be considered is the price or cost 
to the individual. It is doubtful, after all safe- 
guards that should be used are thrown around the 
manufacture of solutions in the hospital, whether 
the cost will not be as great as or more than that 
of solutions purchased from a reputable labora- 
tory specializing in their manufacture. It is our 
most firm conviction that the cost to the in- 
dividual or the profit to be made by the hospital 
is of no comparison when thrown on the opposite 
side of the scales against human lives. 


If any doctor or executive of a hospital con- 
trolling the purchase of this commodity looks at 
the whole subject from the standpoint of what 
he would desire for his own relatives or friends, 
and investigates even in a cursory manner the 
mistakes that may occur through “home” manu- 
facture, there will be little doubt as to which 
product he will choose. Further, it is believed 
that any manufacturer of equipment encouraging 
the “home” preparation and use of untested 
solutions will have much to answer for in the 
loss of human lives that otherwise might be saved 
and restored to health. 
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Highlights of the Annual Conference of the Western 
Hospital Association 


Seattle, Washington, Feb. 20-23, 1939 

A preview of the program of the thirteenth an- 
nual convention of the Association of Western 
Hospitals discloses how comprehensively the con- 
vention theme, “The Part of the Hospital in This 
Growing Program of Health Care,” will be devel- 
oped, how minutely examined in every phase. 

Fraught with timeliness and lively interest are 
the topics: 

“The Catholic Hospital in This Growing Pro- 
gram of Health Care” 

“The Place of the Nurse in This Growing Pro- 
gram” 

“Ways and Means for Making This Growing 
Program Effective,” with papers, “From the 
United States Point of View,” by Dr. Malcolm T. 
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MacEachern, associate director, American Col- 
lege of Surgeons; “From the Canadian Point of 
View,” by Dr. G. Harvey Agnew, secretary, Cana- 
dian Medical Society; and “From the Western 
Point of View,” by a speaker yet to be announced, 
followed by a panel discussion led by Dr. R. C. 
Buerki, president, American College of Hospital 
Administrators. 

Sectional meetings, and the sessions of allied 
organizations, the state hospital associations of 
California, Oregon and Washington, will consider 
related topics bearing on this growing program. 

Convention tension will be relieved by the usual 
dinners, the annual banquet, inspection of ex- 
hibits, trips to nearby woods and mountains and 
on beautiful Puget Sound. 
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EDITORIALS 


Right Upon the Scaffold, 
Wrong Upon the Throne 


It is the frequent experience among civilized 
peoples that the agencies which have done the 
most to develop their civilization are severely 
criticized, often persecuted, and occasionally de- 
stroyed. 


At the present moment a great profession and 
a great organization, which have contributed more 
to the betterment of human kind than any other 
professional or vocational group, are bearing the 
brunt of efforts to discredit medical organization 
and medical service. 


Let it be remembered that the history of the 
advancement of medicine in this country for the 
last half century is the history of the growth and 
development of the American Medical Associa- 
tion. When this association is attacked, the whole 
medical profession, individually and collectively, is 
assaulted. When the association is persecuted, 
medicine and its ethical established practice is 
abused, for more than one hundred eleven thou- 
sand of the physicians in active practice in this 
country are members of the American Medical 
Association. 


The medical profession has been accused of fail- 
ing to provide an adequate and acceptable medical 
service for the people of this country. The critics 
and analysts at the same time point with pride 
to the lengthening of the span of life’s expectancy 
through medical research and applied medicine; 
they emphasize the control of communicable dis- 
ease, dwell upon the marvels of surgical proce- 
dures, ‘lowered infant and maternal mortality, re- 
duced incidence of tuberculosis, and the rehabilita- 
tion of the crippled child; they tell of the heroic 
devotion of the country doctor; the work in the 
hospitals and the homes which our metropolitan 
physicians and surgeons do in the name of sweet 
Charity. In what way has the medical profession 
failed, either in effort or accomplishment? They 
have not failed the people. They have measured 
up to the full stature of their responsibilities. 
They have done a good job. = 


To a very large extent all of this work and 
the manner in which these fine results have been 
accomplished have been directed and organized by 
the American Medical Association. Professional 
practice has been elevated, illegal practices have 
been condemned, and have disappeared from the 
experience of reputable physicians; medical serv- 
ices have been placed on higher and broader 
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planes ; and the people in need have been better 
cared for, regardless of their economic status. 


The American Medical Association has been a 
benevolent agency. Its functions have been ad- 
visory ‘and consultative, not dictatorial. - 


It has recently been indicted in a Federal 
Court for violating the anti-trust statutes. It has 
been charged with boycotting a member of a hos- 
pital staff because of his connection with a group 
health association. It is easily possible that the 
indictment was returned, and that the prosecution 
insisted that it be returned, more for the purpose 
of discrediting the medical profession in the pub- 
lic mind than to serve the purposes of justice. 


The American Hospital Association has had im- 
portant differences with the American Medical 
Association. There has been no instance in the 
memory of the two associations when the Ameri- 
can Medical Association has used pressure to com- 
pose these differences to its way of thinking. 
There has always been a cordial, courteous, and 
free discussion, which brought a meeting of the 
minds and an agreement as to principles that was 
satisfactory to both organizations. 


- The American Medical Association, like our own 
and any other organization, may be in error. It 
may make mistakes. When made, they are mis- 
takes of judgment. No one believes that either at 
the moment or in all its past history the American 
Medical Association has committed any act or has 
done any deed that would warrant its indictment 
and trial before a court of law. 


——___<>-———— 


Democracy in Medicine 


There is a parallelism between the development 
of our political structure and our present medical 
system. Government in this country began with 
the Mayflower Compact and the government at 
Plymouth. Sometimes guided, sometimes thwarted 
by colonial governors sent from England, govern- 
ment by the people grew and expanded. The 
Town Meeting or similar forms for the expres- 
sion of the people’s will resulted. Revolution be- 
got the United States of America. A Federal 
Government was formed and a Constitution 
adopted wherein the rights of man, of states, and 
of Federal authority were defined, each having 
certain rights, responsibilities, and powers. 


In a similar way, but lagging far behind, came 
our medical and health system. First, the isolated 
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doctor, poorly equipped with medical knowledge 
but doing his best. At first self-taught, then tu- 
tored under the European schools, then through 
the founding of schools in his own country, the 
doctor fought his way forward. 


At first the treatment of patients was only in 
the home, the jail, or the poorhouse. Then grad- 
ually came the establishment of hospitals which 
now extend throughout the land. From the need 
of self-protection against smallpox and plague 
came quarantine bureaus along the Atlantic 
Coast, then departments of health, both local 
and state, and finally the United States Public 
Health Service developed. Now many believe that 
the time has come for the final step, the forma- 
tion of a Federal Department of Health under a 
Federal Cabinet Officer. 


Just as the Constitution delineates the limita- 
tion of the powers of the Federal Government, 
so in the creation of such a Federal Health De- 
partment its powers and responsibilities should 
be carefully laid down. For years it has been an 
axiom that health departments should not extend 
their activities so as to encroach upon the diag- 
nosis and treatment of patients by physicians. 
The duty of a health department is to protect the 
community from diseases dangerous to the pub- 
lic health, to promulgate and enforce sanitary 
laws, to promote preventive medicine, to assist 
in the production and distribution of curative 
agents, and to stimulate and assist in the forma- 
tion of clinics and hospitals for the treatment of 
disease. To direct, regulate, or interfere with 
the physician’s care of patients has never been 
accepted as a proper function of a health depart- 
ment. Of late there has been a tendency to de- 
ride this distinction of function and to belittle it 
as a relic of the horse and buggy era, but some 
truths and ideals stand firmly in all eras, be that 
era of the horse and buggy or of the automobile. 


Local option, States’ rights, the freedom of 
choice of physician, freedom of action by the 
physician, and separation of health department 
responsibilities and powers from those of the in- 
dividual physician are all parts of the life blood 
of American democracy. 


“It is the common fate of the indolent to see 
their rights become a prey to the active. The 
condition upon which God hath given liberty to 
man is eternal vigilance; which condition if he 
break, servitude is at once the consequence of 
his crime and the punishment of his guilt.” So 
said John Phillpot Curran in 1790. 


Today we are confronted by an active move- 
ment to found a Federal Health Department 
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which will be beneficent in many ways. It is our 
duty if we are to retain our liberty to see to it 
that certain restrictions are set upon it, other- 
wise servitude shall be the punishment of our 
neglect. 

N. W. F. 


Taxation of Churches, Colleges, 
and Hospitals 


Churches, colleges, and hospitals have been con- 
sidered the most valued possessions of our people 
since this country was founded. The benefits 
which these institutions and ordinances confer, 
fall to the rich and the poor alike. It has been the 
law of the courts that “it is contrary to the public 
policy” to tax these institutions lest the poor and 
the rich might be deprived of the comfort and 
consolation of their religion, the educational and 
cultural needs which the colleges provide, and the 
care in times of illness or other stress which the 
hospitals give them. 


In large and small ways, in proportion as they 
were able to give, the poor and the rich have pro- 
vided the money to build churches, schools, and 
hospitals. Each successive generation has added 
to what has been given before. They gave in ap- 
preciation of the benefits which they themselves 
had received, and with the hope that their gifts 
would be permanently a help to others. And so 
these institutions have grown in the value of 
their service to their people. 


To tax the property, income, or future benefac- 
tions which these institutions may receive, would 
impair if not destroy the services which they now 
provide. To tax them for any purpose opens wide 
the door to tax them for every purpose for which 
the government at some future time may impose 
a tax. 


The instant case is the proposed amendment to 
the Social Security Act to include churches, col- 
leges, and hospitals, and other charitable institu- 
tions in the unemployment and old age provisions 
of the Act. This tax would cost these institutions 
many millions of dollars each year, all of which 
would have to be provided in increasing amounts 
year after year, and all of which must come out of 
the gifts which the poor and the rich have made 
or will make to help them carry on their work. 


We would like to have the employees of our hos- 
pitals enjoy every benefit that the employees of 
profit organizations enjoy, and we believe that 
they can under the law, without adding to the 
financial burden of the hospitals. 


There should be no tax imposed on charity, nor 
the institutions which dispense it—our churches, 
colleges, and hospitals. 
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The State Health Departments 
and Our Hospitals 


The President has submitted the report of the 
Interdepartmental Committee and its technical 
advisors on the National Health Program to the 
Federal Congress for study and the enactment of 
appropriate legislation. That it contains many 
commendable features is conceded by all who have 
studied the proposed National Health Program 
carefully. Its recommendations for the security 
of all our people, for the adequate care of the sick 
and crippled children, wherever located, for ma- 
ternal and infant care, and for those handicapped 
by tuberculosis are commendable. 


Hospitals have a major interest in the National 
Health Program, particularly those provisions 
which have to do with hospital and medical serv- 
ice for that portion of the nation’s sick and dis- 
abled for whom the Government assumes partial 
or complete responsibility. Hospitals, on the basis 
of our present knowledge, cannot approve the 
principle of compulsory health insurance, and are 
opposed in principle to the distribution through 
the State Health Departments of funds earmarked 
for the care of indigent and other classes of pa- 
tients. 


The history of our health departments, whether 
National or state, shows that their objectives and 
their accomplishments have been confined to sani- 
tation, preventive medicine, research, and quaran- 
tine, the last a practice that has been relegated to 
non-use. They have never been primarily con- 
cerned with the operation of our hospitals or the 
care of the sick in hospitals, with the minor excep- 
tion of a comparatively few institutions under the 
direction and control of the United States Public 
Health Service. These institutions were built and 
operated for the care of the disabled seamen; 
members of the Coast Guard; civilians taken off 
vessels coming into port who were sick or suffer- 
ing from communicable disease; lepers; people 
chronically addicted to the use of narcotics, who 
were for the most part custodial cases committed 
for the cure of their addiction; and for the In- 
dians. 


The activities of the health departments have 
been in the field of preventive rather than in diag- 
nostic and curative medicine. Few health officers 
have had any experience or interest in the admin- 
istration and operation of hospitals. When the 
sick and disabled soldiers were returning from the 
World War, and hospitalization had to be pro- 
vided, the Public Health Service, and the health 
departments of the various states, were the log- 
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ical governmental agencies to organize, direc, 
and operate the hospitals for the cure and rehabil- 
itation of the disabled soldiers. Instead, for obvi- 
ous reasons the Government created the Veterans 
Bureau, and vested in that Bureau, among other 
important duties, the responsibility of the medical 
and hospital care of our veterans. 


The health departments are asked to administer 
the grants for hospital care of the indigent, and 
for other purposes, which the Federal Government 
may make to the states on the basis of need. More 
than that the state health departments will deter- 
mine by selection, the hospitals within the respec- 
tive states which may participate in the distribu- 
tion of these funds on the basis of service 
rendered, or upon some other basis. They will 
ordain the standards of hospital service which 
these hospitals must provide. 


While it may be accepted that only hospitals 
entitled to approval will be selected, there is noth- 
ing to prevent the exercise of personal judgment 
or personal preference in the selection of the 
favored institutions. That political interests will 
sometimes influence, and in some states govern se- 
lection, as they have governed in so many other 
situations, can be anticipated. This recommenda- 
tion places the responsibility of administering the 
Federal fund on officials and departments admit- 
tedly lacking in experience and other important 
qualifications in hospital organization and opera- 
tion. 


Many, if not a majority of the states have de- 
partments of Institutions and Agencies, others 
have competent Public Welfare departments; in 
either case their major concern has been the care 
of the sick in custodial, domiciliary, and general 
hospitals. For the larger part they have done an 
excellent service both from an administrative and 
a professional service point of view. Their de- 
partmental heads are trained in their work. Their 
life’s interests are in the care of the sick; they are 
sound and seasoned administrators, and their 
institutions invariably maintain the best stand- 
ards of hospital and medical service. As a rule 
they are detached from political influence and con- 
trol. Notable instances of the worth of the 
accomplishments of these Agencies or Depart- 
ments are evidenced in New Jersey, New York, 
Massachusetts, Minnesota, and several other 
states. 


All of which does not detract in the least from 
the splendid services which the U. S. Public 
Health Service and the State Departments of 
Health have rendered in the field of sanitation, 
in preventive medicine, in research, and in earlier 
years quarantine enforcement, which from the be- 
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ginning has been their traditional fields of activ- 
ity. But the provision of care for the sick in 
the hospital should be given in charge to those 
who by training, temperament, experience, and 
inclination are best qualified to discharge that re- 
sponsibility, and these agencies are not the State 
Health Departments. 





Conventions and Conferences 


The thought is occasionally expressed that there 
are too many hospital conventions and that they 
are held too frequently; that because of the long 
distances which some are required to travel, the 
time consumed in attendance, and the expense in- 
cident thereto conventions should be held bien- 
nially instead of annually. 


Now that we are far enough away from the last 
annual convention of our Association, we can 
look at the results dispassionately and estimate 
their value to us and our hospitals; we can de- 
termine whether it was worth the time and money 
expended, and to what extent our individual hos- 
pitals and hospital purposes as a whole were 
benefited. 


Hospital people recall, with considerable pride, 
that hospitals in the United States and Canada 
have a firm investment of four and one-half bil- 
lion dollars; that the annual disbursement in 
operation is one billion dollars; that they give 
remunerative employment to 700,000 people con- 
stantly ; that one out of sixteen of the population 
is admitted to our hospitals each year; that one 
out of six is cared for in our hospital dispensaries 
and out-patient departments; that approximately 
fifty per cent of hospital operation costs are for 
payroll disbursements. 


It has been emphasized that second to our col- 
leges of medicines, hospitals are the most impor- 
tant factor in the education of the physician; that 
they are the only institutions in which the great 
army of nurses, graduated each year, can be 
properly trained for their profession; that med- 
ical research, and the scientific freedom which 
makes it possible, can best be inaugurated and 
continued in our hospitals; that medicine pro- 
gresses as our hospitals grow in the quality of 
the service they render the sick; and that both 
physicians and patients are served best in our in- 
stitutions. 


Hospitals are not a business, for business is 
operated with the view of making a financial re- 
turn to its shareholders, while hospitals cost more 
to operate than they are able to earn from the 
results of their service. The financial audit of our 
hospitals show annual financial deficits. The 
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shareholders in our hospitals are the patients and 
the public; they are interested in the service audit 
of our hospitals, which invariably shows large 
returns, and makes our hospitals spiritual and 
cultural assets to our people and their com- 
munities. 


All these interests and many more make the 
annual hospital conventions and conferences 
necessary. For through them hospital effort and 


hospital services become better coordinated, more | 


satisfactorily standardized, and better  inter- 


preted. 


Preparation for these conventions entails me- 
ticulous care and endless labor. Planning for 
these conferences begins immediately after the 
last one has adjourned. The mapping of the pro- 
gram, so as to present discussions that are most 
important to the hospitals and the public, and all 
the processes which make the conferences of the 


greatest possible value to those attending are | 


given careful study and continued attention. 


As one who has attended every annual conven- 
tion for nineteen years, and after considering all 


the factors involved, I unhesitatingly say that the | 
Annual Convention of the American Hospital As- | 


sociation is worth all it costs in money, time, and 
energy. 


Those who attend are amply repaid— 


By the fellowship and exchange of ideas with 
those engaged in the same kind of service to 
mankind 


By the wonderfully enlightening programs 
presented 


By the exhibition of new and useful equip- 
ment and apparatus 


By the educational and scientific exhibits 


By the opportunity to get away from our job 
and get a broader outlook on everything 


Certainly we should not reduce the number of 
conventions of the American Hospital Associa- 
tion, but rather press upon hospital trustees and 
personnel the value of such conventions and the 
necessity for attendance to the end that they may 
take their place in the minds of the reading pub- 
lic along with the conventions of the American 
Medical Association, American Bankers Associa- 
tion, American Federation of Labor, and other 
great organizations whose proceedings cover 
pages of our newspapers during the time of the 
conventions. Let us begin now to make plans to 
attend at Toronto and make it the greatest thus 
far. R.. J. 


HOSPITALS 





ca 
pi' 
sic 


ou 
in 


and 
udit 
irge 
and 
om- 


the 
Ices 
and 


lore j 


ter- 


me- 


for 
the | 


ro- 
lost 

all 
the 


are 


en- 
all 
the 
A s- 
nd 


ith 


ms 


ob 


of 
a- 
nd 
he 
ay 
b- 
un 


er 
er 
1e 
to 
1S 








State and Federal Legislation in Which Hospitals 
Are Concerned 


on January 3, there have been a number of 

Bills introduced which directly concern the 
fiscal program of hospitals. That other Bills of 
a similar character, or of a similar intent, will 
be introduced before Congress is over is more 
than probable. These Bills carry with them pro- 
visions for extra taxation which will affect hos- 
pitals, or the removal of exemption of taxes upon 
securities, and possibly on property, now forming 
a part of the endowments of our institutions. 


Sa the present Session of Congress opened 


The Joint Advisory Committee is making a 
careful study of all legislation in which our hos- 
pitals may have a financial or material concern. 


The forty-three State Legislatures now in ses- 
sion are being asked to consider a variety of Bills 
which, in one way or another, are of interest to 
our institutions. Attention is called to the most 
important of them in this article. 


The Removal of Exemption of Employees of Edu- 
cational, Religious and Charitable Institutions 
and Organizations, Including Hospitals, From 
the Provisions on Unemployment and Old Age 
in the Present Social Security Act 


The first evidence of the intention to amend this 
Act is the introduction of House Rule 101 by Rep- 
resentative Caroline O’Day of New York, amend- 
ing the present Bill by striking out Paragraph 7 
of Sub-section B of Section 210. Section 811 of 
the present Social Security Act is to be amended 
by striking out Paragraph 8 of Sub-section B of 
Section 811, and in Section 907 by striking out 
Paragraph 7 of Sub-section C of Section 907. All 
three of these proposed amendments by striking 
out paragraphs, refer to employees of, or services 
rendered by, employees of religious, educational, 
charitable (including hospitals) institutions, and 
organizations. In each of the three instances 
both unemployment and old age provisions of the 
present Social Security Act are joined. 


A similar bill, or bills of similar intent, will be 
introduced both in the House and in the United 
States Senate without delay. 


There are two views, both of them inimical to 
hospitals, which must be considered in connection 
with the proposed amendments. First, and prob- 
ably the most important, is the fact that a tax 
of any kind imposed upon this class of institu- 
tion and organization is opening the door for any 
other sort of tax which the United States Con- 
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gress or the Legislature of the various states may 
consider it wise to impose. There is at present 
introduced in the New York Legislature a bill 
removing exemption from taxation of tax exempt 
securities which form a considerable portion of 
the endowment funds of our hospitals, and which 
will amount to considerable in its total in the 
event that these tax exempt securities are made 
subject to taxation. From this position it would 
be but a step further to taxing the real estate 
holdings and other tangible property of such in- 
stitutions and organizations. Second, that a sim- 
ilar law will be introduced in the Federal Congress 
seems to be probable. 


The second feature that affects the hospital in- 
come is the payment of the Social Security taxes 
in the event the Social Security amendments be- 
come the law of the land. These taxes would 
apply both to the state Social Security laws, as 
well as to the Federal. Whether or not the hos- 
pitals are in a position to pay the minimum of 
$2,250,000 up to the probable maximum of $6,000,- 
000 annually in Social Security taxes is question- 
able, and these taxes, if imposed, are continuing 
and are to be paid year after year regardless of 
the economic situation of the country or the finan- 
cial resources of our institutions. The general 
reaction is that the hospitals cannot support this 
added burden upon their present incomes. 


The Proposed Wagner Health Insurance Act 


Senator Wagner will intraduce immediately, a 
bill providing for complete compulsory health in- 
surance for the United States, carrying with it 
an appropriation of $850,000,000. (This is not a 
part of the proposed National Health Program 
which was discussed by the Social Security Inter- 
departmental Committee.) The voluntary hos- 
pitals may or may not benefit by the passage of 
this bill. In all probability the benefits would be 
as small in comparison, and the bulk of the hos- 
pitalization under the operation of the Bill, 
whether intended or not, would be in tax-sup- 
ported institutions, probably at a rate less than 
the actual cost of maintaining service for the 
patients admitted under the provisions of the Bill. 
It would mean unquestionably if the necessity 
should arise, and it probably will arise, the rapid 
expansion of the present tax-supported institu- 
tions and the probable building of new tax-sup- 
ported institutions, both in communities where 
there are institutions of this kind, as well as in 
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those communities which do not at present have 
them. In any event, the Wagner Health Insur- 
ance Bill should be given the closest study by the 
hospital field. Several attempts to secure a brief 
of Senator Wagner’s proposed Bill were without 
success, for the reason that the Senator advises 
that his Bill is not complete and will not be re- 
leased until the draft has been finished and he pre- 
sents it to the Congress. 


While Senator Wagner has publicly expressed 
his intention to introduce a National Health In- 
surance Bill, there is some possibility that he will 
not foilow the action he has indicated but may 
incorporate some of the provisions of his pro- 
posed Bill in a Bill covering the recommendations 
of the Advisory Board on the National Health 
Program. 


Tax on Present Tax Exempt Securities 


That there will be a law taxing present tax 
exempt securities seems possible. Just what the 
total in money this particular tax would cost the 
hospitals is difficult to estimate. The present en- 
dowment of hospitals is in the neighborhood of 
$500,000,000, and it is safe to say that at least 
fifty per cent of these endowments are repre- 
sented in securities that are at present tax ex- 
empt. Again, if the Federal Congress would pass 
a law, the various states would undoubtedly fol- 
low with similar laws and in some states these 
securities will be subject to taxation and pro- 
posed legislation regardless of the action of the 
Federal Government. 


In no better way is the truth of the statement 
that “The power to tax is the power to destroy” 
better exemplified. This whole system of taxa- 
tion, if adopted, reverses the traditional position 
that has been maintained in the United States 
since early history, that it is contrary to the pub- 
lic interest to tax educational, religious, and char- 
itable institutions, including hospitals, such as our 
institutions are. 


State and Provincial Legislatures 


In addition to Congress, 45 states (including 
Alaska) will convene in regular sessions this year 
and 43 of such states (including Alaska) are al- 
ready in session. 


In practically all legislatures there are a pro- 
lific number of bills dealing with social security, 
wages and hours control, fair trade practices, and 
other social reform bills. In addition to these 
bills there are a relatively large number of bills 
which are of either direct or indirect interest to 
hospitals. 


Legislative trends on bills that are of interest 
to hospitals, but not necessarily have direct effect 
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upon them, include a relatively large number of 
the social welfare bills, many of which are re- 
peaters from previous sessions but some which 
apparently are new. The welfare bills include (1) 
more extensive provision of serums for pneumonia 
and the various communicable diseases by the 
states; (2) provision for the care of premature in- 
fants; (3) prenatal syphilis tests; (4) more sani- 
tary working conditions for employees (providing 
for toilets, etc.) ; (5) rehabilitation of the phys- 
ically handicapped; (6) more adequate control of 
drugs, particularly in the barbital group. 


Of more direct interest to hospitals will be the 
large number of bills proposed to control the 
practice of nursing. In the majority of instances, 
these bills are designed to increase the standards 
of nursing (Michigan, California, Colorado, and 
Tennessee), but there are other nursing bills such 
as (1) requiring a nurse to receive consent of 
patient to disclose information (Arkansas); (2) 
limitation of future training of nurses and at- 
tendants (Massachusetts) ; (3) setting up control 
of practical nurses (California and Massachu- 
setts). 


Of even more direct interest to hospitals are 
bills controlling hospital practices. One state is 
seriously considering hospital licensing laws (Ar- 
kansas) and one bill in this state very bluntly 
puts it “to fix method whereby hospitals can do 
business.” The title of another very important 
bill from this state is quoted in full (S. 77) Med- 
ical Care—“To reduce the high cost of medical 
care, to prescribe certain regulations for hospitals, 
to fix maximum fees that may be charged, to per- 
mit the physician of patient’s choice to serve such 
patient in any hospital, and to make graduates 
of accredited hospitals eligible to attend medical 
colleges.” 


Another bill which will prevent hospitals from 
controlling their medical staffs is H. 103 (Okla- 
homa) “An Act providing that any licensed physi- 
cian or surgeon shall have right to practice in any 
public or private hospital.” 


California is considering a bill to exempt all 
medicines from sales tax. Also another bill to 
permit hospitals to hire medical school graduates 
as interns. This latter would seem to indicate 
legislative awareness of intern shortage. 


Minnesota has bills before it for the building 
of municipal hospitals. New York is considering 
legislation prohibiting hospitals, etc., to deliver 
bodies of recipients of old age assistance whose 
burial cost is provided by public welfare law by 
hospitals, etc., to any medical college. 
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Current Hospital Thought 


Expressions of Hospital Boards and Trustees, Collected from 
1938 Reports and Other Sources 


relies on hospital service seems almost in- 

credible. All persons regardless of their 
economic status can receive the hospital service 
required at any hour, day or night. 


4 ‘T HE extent to which the public uses and 


“Only those actively engaged in the work and 
dealing with the problems of the hospital can 
comprehend fully what is involved in the modern- 
day medical care of a daily average of 485 bed 
patients and 612 out-patients. Modern hospital 
care comprises not only providing personnel, the 
professional care, the equipment, the many tests 
and aids necessary to diagnose and treat the ill- 
nesses, but also includes securing convalescent 
care when needed. In addition the ‘follow-up’ of 
the patient at regular intervals, after leaving the 
hospital, is conducted, to learn the details of the 
further course of the patient’s state of health. 


“Patients suffering from preventable diseases 
are not properly treated and cared for unless the 
hospital determines the state of health and the 
living conditions of the other members of their 
families. It is the duty of the hospital, either 
through its own organization or other health 
agencies, to secure this service and give every 
assistance to the patients and their families. 


“This constitutes a part of modern hospital 
service, which is vitally necessary to make ef- 
fective the object of its work. That this phase of 
the work is expensive, as measured in dollars and 
cents, is obvious and will no doubt continue to be 
increasingly so, but as an asset to the community 
in the reduction of illness and accidents its value 
cannot be estimated. 


“The Trustees recognizing their responsibility 
for the proper expenditure of public funds exer- 
cise every precaution possible so that only the de- 
serving receive hospital assistance at reduced 
rates or without cost to them. Although it is dif- 
ficult to lay down any hard and fast rule as a basis 
for payment, the circumstances of each patient 
have to be examined and decided upon in each 
instance by the credit department of the hospital.” 

Jefferson Hospital of Jefferson Medical College, 

Philadelphia 
a eee 

“The Trustees have given serious consideration 
to the needs of the nursing profession, particu- 
larly in relation to the Training School for 
Nurses. As medical science has increased in 
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knowledge and efficiency, the demands upon an 
adequately trained personnel have correspond- 
ingly increased. The comparatively few schools 
officially connected with universities can never 
meet the needs of the hospitals and of the gen- 
eral public. It is essential that a hospital such as 
ours should have a training school capable of at- 
tracting and of training nurses to meet the most 
exacting standards. To this end a careful survey 
of our school has been made, with a definite plan 
of improvement and development. The Trustees 
are desirous of putting this plan into complete 
and immediate effect. The only difficulty is finan- 
cial in character. Such a school will inevitably 
increase materially the expenses of the hospital.” 


“The total operating deficit for this year is 
$696,282 compared to $593,989 for last year, an 
increase of $102,000.” 


“The hospital again gratefully extends its 
thanks to the Rockefeller Foundation for its con- 
tinued support of the Psychiatric Department. 
We are more than ever convinced of the necessity 
of such a department in a general hospital.” 


Massachusetts General Hospital, Boston 


———_———— 


“The deficit of the Society has this year been 
again greatly reduced due to greater income from 
investments and real estate and to substantial 
economies notwithstanding increases in payroll 
because of higher rates and shorter hours.” 


Henry G. Barbey, President of Board of Gov- 
ernors, New York Hospital, New York City 


—_—_— << 


“Obviously no hospital or any other corpora- 
tion can survive long if it must lose money at the 
rate of $140,000 per year. Your board is con- 
fronted by two alternatives: either to increase in- 
come and reduce expenses or decrease the free 
service this hospital has always given and is now 
giving.” 

“The past year, we have admitted more pa- 
tients than ever before and the wards have been 
filled to overflowing many times. With the ever 
continuing advance in medical knowledge, more 
and more demands were made on the resources 
of the hospital. More new and expensive medi- 
cines and serums were requisitioned by our doc- 
tors. Charity patients cannot pay for them, so 
the hospital must, if we continue to admit and 
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treat them. Last year, the bill for serums alone, 
ordered for free patients amounted to $4,074.00; 
oxygen used for therapy, cost the hospital $4,- 
582.00, practically none of which was collectible. 
The purchase of many expensive drugs ordered 
for ward patients was a factor in preventing us 
from balancing the budget set up for this depart- 
ment. A serious problem in finances confronts 
the Rhode Island Hospital. Methods of increasing 
income must be carefully considered.” 


Trustees Report, Rhode Island Hospital, 
Providence, Rhode Island 


—_—_—p@———— 
“The cost of operating the hospital increased 


$65,621.95 when compared with a year ago.” 


“With the constant growth of the hospital’s ac- 
tivities together with increased demands by 
physicians for nurses to assume more compli- 
cated procedures in nursing patients a pressing 
need has arisen for more nurses in order that this 
service may be brought up to the required 
standard.” 

Royal Victoria Hospital, Montreal, Canada 
W. R. Chenoweth, Superintendent 
— 

“As a public health agency, the hospital must 
be acknowledged as a predominating influence. 
Its contribution is: (1) Service to the physically 
handicapped, emphasizing both curative and pre- 
ventive phases of medicine; (2) Research facili- 
ties; (3) Educational function in providing lab- 
oratory facilities for the training of physicians, 
nurses, dietitians and allied professions. Consid- 
ered in the light of these functions, the hospital 
most surely commands consideration as an essen- 
tial agency, and the fountainhead of the public 
health movement. Too much perhaps, is the hos- 
pital looked upon as a curative agency. More and 
more it is developing services in the direction of 
prevention.” 


“The community with good and ample hospital 
service is regarded as a better and safer place in 
which to live, and the community should have 
this vital facility with services for all classes, 
regardless of the patient’s ability to pay.” 


“In order to operate on a sound economic basis, 
the institutions should receive rates which will 
equal the cost of the care of the patient. Unfair 
advantage is taken of many community hospitals 
today by county boards of supervisors and other 
agencies which insist upon rates far below the 
actual cost of patient care.” 

University Hospitals, Iowa City, Iowa 
Robert Neff, Administrator 


IE 

“It has been our experience that a great num- 
ber of the indigent patients require more nurs- 
ing hours, special foods and medication than our 
full-pay patients, due to the fact that the indigent 
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patient is physically exhausted before medical aid 
is secured. Greatly increased diagnostic and 
therapeutic facilities adding to the actual cost to 
the hospital of treating patients, together with 
increased unemployment and the great number 
employed by the WPA who are unable to pay doc- 
tor and hospital fees . how long will our 
hospitals maintain such financial pressure before 
the explosion?” 

Vermillion County Hospital, Clinton, Indiana 

—— 

“The critical financial situation of American 
hospitals is a grave community problem. When 
hospitals are forced to close their doors, public 
health is placed in jeopardy. The fact that some 
hospitals are in the so-called voluntary classifi- 
cation, others government-supported, does not in 
any way lessen the danger, for we are admittedly 
dependent upon the joint facilities of federal, 
state, municipal, and voluntary hospitals, all of 
which perform a necessary public service. 


“The problem of hospital finance is, therefore, 
a problem of community concern, rather than a 
specialized problem for hospital presidents, di- 
rectors or administrators. I believe that our job 
right now is to place squarely before the public 
the dilemma in which we find ourselves, and to 
call upon the public for aid in working out a 
solution.” 
Beekman Street Hospital, New York City 
Howard S. Cullman, President 
a 
“The average cost of practically all general 
hospital members of the United Hospital Fund 
approximates $6.00 a day; many of the hospitals 
have a per diem cost of $7.50 to $8.00 a day. 
These figures do not take into consideration de- 
preciation, interest on long term indebtedness, 
etc., which are elements in industrial accounting.” 


“Insurance carriers receive their premiums in 
advance; until the hospitals are reimbursed for 
their cash disbursements they are actually acting 
as banking agents for the carriers. In cases which 
have been disallowed by the Labor Department, 
the hospital receives not a penny for the actual 
cash paid out.” 


From a Brief Filed at Request of Gov. Herbert 
H. Lehman, New York 


Or i 

“The writer holds that free choice of hospital 
is a privilege which should be guaranteed to the 
indigent sick as well as to others, assuming that 
this imposes no additional burden upon taxpay- 
ers. It is, we think, an advantage to encourage 
the feeling of personal responsibility among in- 
digents in this way. The indigent certainly gains 
in self-respect by experience in a voluntary hos- 
pital rather than in a municipal hospital, and this 
alone is worth striving for. The writer believes 
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further that it is better to encourage in every 
possible way the voluntary institutions of the 
community, if they are suitable for public care of 
indigents, rather than to develop other similar 
institutions under government control.” 

Survey Committee of the Rochester Community 

Chest, Rochester, New York 
—_———. 

“The inscrutable fate which picks those who 
require hospital care has small regard for this 
arbitrary requirement in hospital administration. 
The law of averages, impartial as it is over the 
reach of years, does not select a child patient for 
the children’s ward because there is an empty 
crib. On the contrary, it seems often that fate 
is doubly malicious in sending in a child when 
all cribs are full.” 

Danbury Hospital Report, Danbury, Connecticut 
nciisellilaias 

“One sometimes wonders in this world of mis- 
trust, aggression, and intolerance how great a 
blight is threatening childhood; and one ventures 
to search for something that may create in chil- 
dren and in adolescents a feeling of mutual trust 
and helpfulness. The anomalous situation of an 
ideology that on the one hand encourages stand- 
ards of health, scientific investigation, pursuit of 
the humanities, and on the other hand creates 
class hatred, racial antagonisms and restricted 
freedom, makes one halt and ponder. Can we give 
the youth of this State and Country a better un- 
derstanding of the meaning of liberty and respect 
for justice. Are we in a position to prevent any 
disintegration of the moral fiber of our children 
that may become warped in an atmosphere that 
threatens intellectual freedom and the rights of 
the individual. There may be pathways still un- 
explored that offer opportunities for service by 
the Children’s Fund of Michigan.” 

Hugo A. Freund, M.D., President, 
Children’s Fund of Michigan 
uaniaaliatanee 

“The first of June, then, means the start of the 
new year for hospitals with all the uncertainties 


that it entails. 
“No one knows how many patients will apply 


for admission. No one can guess how many auto- 
mobile accident victims will be received. No one 
knows how many emergency operations will be 
needed, or whether food costs will continue to go 
up and the cost of surgical supplies and linens 
keep on rising. 


“None of these intangibles is known so far as 
the rest of 1938 and five months of 1939 are con- 
cerned. Nothing except this one thing: 


“The hospitals must stand by, doors open, night 
and day, because that’s what they were opened 
for and what their communities expect them to do. 


“And they will of course do it, to the best of 
their ability, despite free work deficits, higher 
labor costs, shorter hours, rising food and supply 
costs, new advances in medical care and a thou- 
sand other factors that cannot be anticipated.” 

Wilkes-Barre General Hospital Report, 
Wilkes-Barre, Pennsylvania 
acsiitateaaad 

“Hospitals have no mercenary motives, they 
exist to serve the sick, to train internes and 
nurses and to conduct clinical and laboratory re- 
search. Research is to medicine what the main- 
spring is to a watch, it is what makes the works 
go around; without clinical or laboratory research 
progress in medicine is stopped. Research is an 
endless process and it can exhaust large sums of 
money before fruitful results are demonstrated. I 
submit to you that a hospital which leaves out of 
its program of activities research work is bound 
to stagnate.” 

Mount Sinai Hospital, Chicago 
<<acmeiiakiie 

Excessive taxation and the uncertainty of finan- 
cial conditions are affecting the receipt in amount 
and in numbers of contributions and additions to 
endowment funds. The decline in values and the 
low rates of return on securities held in their in- 
vestment portfolios seriously decrease the operat- 
ing income of hospitals and other charitable in- 
stitutions and curtail their ability to perform the 
purposes for which they were founded. 

Annual Report—Allegheny General Hospital, 

Pittsburgh, Pennsylvania 





Michigan Health Department Will Add Twenty Physicians to Staff 


Twenty doctors will be added to the staffs of 
the Michigan Health Department, and the Hospi- 
tal Commission in the very near future. Nation- 
wide examinations for these positions will soon 
be given by the Michigan Civil Service Depart- 
ment for physicians interested in public health 
and mental disease and deficiency. 

Salaries will range from $200 to $240 per month, 
less reasonable charges for maintenance while 
living in a hospital. Because of the urgent need 
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for women physicians, special examination lists 
will be set up to facilitate their rapid appointment. 

Physicians may obtain detailed announcements 
and application forms by writing to the Michigan 
Civil Service Department, 508 N. Grand, Lansing, 
Michigan. The closing date for receipt of appli- 
cations is February 6. Examinations will be given 
at points in or out of the state which are con- 
venient to the applicants. Date of the examina- 
tions is to be announced later. 
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To What Extent Should Hospital Pharmacists 
Manufacture ? 


J. SOLON MORDELL 


with regard to its pharmaceutical manufac- 

turing activities. For one to attempt to set 
out a pattern and say that hospital pharmacies 
should manufacture this, and purchase that, 
would be to engage in an utterly futile task. The 
best we can do is to consider the various factors 
which the pharmacist will use in determining his 
manufacturing scope. 


F ACH institution presents a problem in itself 


Hospital Pharmacy Activities Controlled by the 
Scope of Drugs and Therapeutic Rationale 


As far as pharmacy activities in the hospital 
are concerned, not only manufacturing, but prac- 
tically every phase of pharmacy practice is di- 
rectly controlled by the scope of drugs and thera- 
peutic rationale of the institution. This must be 
our basic premise. A hospital which has no re- 
striction as to the type and number of drugs 
stocked, makes for difficulty in pharmacy opera- 
tion. Any attempt at determining a manufactur- 
ing policy for that type of hospital pharmacy is 
seriously impeded and leads the pharmacist into a 
labyrinthian maze from which he can rarely ex- 
tricate himself alone. No sooner does he decide 
on a plan of manufacture for one type of prep- 
aration when requests may pour in for others 
which are practically identical and differ among 
themselves in insignificant details. One can 
readily see how these duplications both as to for- 
mula and as to therapeutic results keep accumu- 
lating and prevent any organized approach. 


The Hospital Formulary 


This laxity in drug scope probably led, in some 
institutions, to the compilation of the so-called 
formulary. Let us examine some of these formu- 
laries. In one instance we find hundreds of com- 
plex formulas, many of them, in effect, duplica- 
tions of one another. They are retained because 
the pharmacist, knowing the shortcomings of the 
system, is unaided by any sound drug policy for 
the institution, and is so often powerless to act. 
In this type of situation, while it is true that it 
would be economical to manufacture as many 
items in this polyglot collection as is possible, the 
point is that the pharmacist is wasting time and 
expense on the manufacture of so many items 
which are unnecessary and superfluous. Overcome 


Presented at the American Hospital Association Convention, 
Dallas, Texas, September 26, 1938. 
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by sheer numbers, he is forced to omit the manu- 
facture of many important preparations which 
would yield a substantial saving over the pur- 
chased article. 


One of the outstanding offenders is the class of 
cough remedies. In so many institutions the 
number of cough formulas is amazing. Consider- 
ing the fact that many of these formulas contain 
narcotic drugs, the resultant cost is considerable. 
One institution, before reorganization of its drug 
stock, reported as many as seventeen different 
cough syrups on its shelves. They were subse- 
quently able to reduce this number to three for- 
mulas, bettering rather than impairing therapeu- 
tic efficacy. It is obvious that this advance, among 
other considerations, must have alleviated their 
manufacturing problems. Another offender is the 
ointment group. In this case we deal with a type 
of procedure which represents one of the most 
exacting and time consuming pharmaceutical 
functions. Here again the shortcoming has been 
the acceptance of an unwieldy collection of for- 
mulas. A house cleaning of the ointment situa- 
tion will also contribute to a more sane approach 
in manufacturing plans. 


Pharmacist to Determine the Extent of Hospital 
Manufacture 


The next phase and improvement in the formu- 
lary situation represents an attempt at some order 
and rationalization, with the result that the phar- 
macist is supplied with a well-defined scope. From 
this he can with ease map out his activities as to 
manufacture and as to purchase, in so far as they 
obtain in each individual institution. One could 
perhaps answer the question contained in the title 
to this paper in the following words: The extent 
of pharmacy manufacture can be best determined 
by your pharmacist, provided he is well-trained, 
well-educated, and competent. 


The American Pharmaceutical Association has 
recognized in the 1937 Report of the Pharmacy 
Committee of the American Hospital Association, 
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one of the most far-reaching and important con- 
tributions to the study of hospital pharmacy prac- 
tice. Dr. E. F. Kelly, Secretary of the American 
Pharmaceutical Association, is quoted in this re- 
port as follows: 


“All drugs, medicines, and medical supplies 
should be manufactured or prepared in the 
pharmacy as far as is advisable and profitable, 
dependent upon the size and character of the 
institution—as has been said, ‘much can be 
saved for even a small hospital by giving care- 
ful study to the medication that can be pre- 
pared by it. Unless the pharmacist has time 
for research or has a control laboratory at his 
command, he should not undertake the manu- 
facture of products that should be analyzed 
before use.’ ” 


The latter part of Dr. Kelly’s statement refers 
to preparations such as tincture of digitalis, which 
require assays that are beyond the facilities of 
the average hospital. 


In considering manufacturing costs as they ob- 
tain in industry, one must include cost of raw 
materials, labor cost, operating expenses, adver- 
tising and selling expense. To these costs are 
added the profit mark-ups which are the final fac- 
tors in setting the selling price of the manufac- 
tured item. The chief cost in the hospital is that 
of raw materials and the chief saving over the 
manufacturer’s product is in that portion of the 
selling price which represents selling and advertis- 
ing expense, and profit. “Overheads” do not vary 
to amy serious degree. This hospital cost is af- 
fected by and varies according to the purchase of 
equipment. Labor cost will vary according to the 
extent to which manufacturing is undertaken. In 
most cases labor cost can be absorbed by the sav- 
ings effected in many types of pharmaceutical 
manufacture. It must be chiefly remembered 
that, whereas it is desirable to take advantage of 
the savings in hospital manufacture, this must be 
curtailed according to the personnel and the time 
available. This can be determined only by the 
pharmacist in charge. Wherever we speak of 
savings which can be obtained in making one or 
another preparation, we must not lose sight of the 
controlling factors at work in each individual 
hospital. 


It is obvious that we can profit greatly through 
the availability to hospitals of tax-free alcohol. 
Because of the low cost, alcoholic preparations 
such as tinctures, elixirs, fluidextracts, spirits, 
and rubbing alcohol, can be prepared at tremen- 
dous savings over the purchased article. This ap- 
plies to preparations which do not require the 
elaborate assays which are more economically 
conducted by pharmaceutical manufacturers. Yet, 
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we cannot make a bald statement implying that 
all hospitals can manufacture any or all of these 
alcoholic preparations. Here again, the pharma- 
cist will discriminate according to his individual 
needs. A small hospital with one pharmacist will 
probably find it more economical to purchase the 
items requiring elaborate machinery and much 
expenditure of time. 


How Pharmaceutical Manufacturers Can Produce 
at Low Cost 


Pharmaceutical manufacturers can produce mil- 
lions of the standard tablets at a cost which can- 
not usually be approached by small-scale produc- 
tion. This low cost may not pertain to special 
formula tablets in small quantities. In some 
hospitals which require special tablets, the pur- 
chase of a small tablet machine may possibly be 
found economical. Here again we cannot over- 
look the fact that it is rare that a hospital’s needs 
cannot be met by the host of standard, factory- 
made tablets. By and large, the manufacture of 
tablets in the hospital is fraught with many de- 
tails, and very serious thought should be given 
before such procedure is undertaken. 


The same situation holds in a lesser degree for 
large quantities of standard ointments. A sur- 
vey of the pharmacies of some of our largest hos- 
pitals has shown a consensus of opinion in favor 
of the purchased ointments in large batches. How- 
ever, there are some standard ointments formulas 
which can be made in the hospital to advantage. 
As in the case of tablets this applies particularly 
to special house formulas not available through 
manufacturers. In such cases special equipment 
may be necessary depending, as ever, upon the 
needs of the individual. 


Parenteral Solutions—Items of Manufacturing 
Costs, Safety and Scientific Preparations 


It is assumed that all drugs and solutions for 
parenteral administration, whether purchased or 
hospital manufactured, are under the immediate 
control and supervision of the pharmacist. Any 
other arrangement must be considered inimicable 
to the safety of patients and no equivocation from 
this requirement should be permitted. As to 
which parenteral preparations should be pur- 
chased, and which made, we again have a moot 
question, which can be answered by determination 
of comparative costs and convenience as applied 
to each case. With regard to the preparation of 
intravenous solutions, the predominating factor, 
outside of cost conditions, has been the incidence 
of untoward systemic reactions in patients in the 
form of febrile, chill, or other manifestations. It 
has been generally accepted that such reactions 
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are caused in most instances by the presence of 
pyrogens in the distilled water which is used. With 
the adoption of proper technique and apparatus, 
this factor may be eliminated. It then becomes 
necessary to consider all items of cost in deciding 
whether or not a particular institution is to pur- 
chase or prepare their intravenous solutions. 


According to the statements made by manufac- 
turers of these solutions, the majority of hospitals 
are using the purchased product. When it is con- 
sidered that scores of our very large hospitals and 
hospital groups are buying the solutions, and 
others are preparing them, the issue becomes 
rather confusing and the answer difficult. One 
general hospital of 215 beds reports for five differ- 
ent types of solutions, a commercial cost of 
$3,517.55 for 6,047 units used, as compared with 
their cost of $463.46 for hospital preparation of 
these units—a saving of $2,754.09 over the com- 
mercial product. The hospital figure includes cost 
of water both as to distillation and depreciation 
of apparatus, and cost of sterilization, breakage 
of flasks, and cost of ingredients. No mention is 
made of equipment cost as affecting these figures, 
nor of labor. Another hospital of 221 beds reports 
an almost identical saving. Another hospital, in 
a different section of the country, with 247 beds, 
reports a net saving of from 81 to 87 per cent over 
the commercial solutions. Their figures include 
the following costs: 


Per Cent of Cost 


BNR a ats ota 3 cab Rosastone eats ores eae 46.8 
Breakage of needles and syringes..... 21.9 
NORE isc ponies oa oorave Bie stone Fails 19.2 
Breakage of glassware.............. 5.9 
Deterioration of rubber.............. 3.6 
BRMRONPENINN; oo Sopa ss wm. sSteeeieatens 2.5 


The average cost of 1,123 injections, including 
the cost of preparation of the solution and of 
cleansing and maintaining the equipment, was 
$0.266 each. The cost of recleaning and steriliz- 
ing sets was $0.063 each. It is interesting to note 
that in each of the three hospitals mentioned, the 
saving over the commercial product averages 
about 85 per cent in each case. The last hospital 
cited reports 971 consecutive intravenous injec- 
tions of saline solution, or dextrose in saline solu- 
tion, without an untoward reaction. 


The above figures have been mentioned in an 
attempt to indicate that there are hospitals which 
claim to be able to prepare intravenous solutions 
safely at considerable savings. The question may 
still be asked as to why so many of our large hos- 
pitals and clinics are using the commercial prod- 
uct. Again we are confronted with the problem 
of the individual. Whichever course is pursued, 
it is essential, in all fairness, when making com- 
parisons, to include every single item of cost, es- 
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pecially since there are so many hidden costs 
which are overlooked and which may change the 
picture considerably. It should be definitely rec- 
ognized that the decision to prepare the in- 
travenous solutions in the hospital predicates the 
establishment of a very complete, safe and scien- 
tifically equipped unit, all of which must be con- 
sidered in making cost comparisons. In the last 
analysis, whichever program is adopted, it is 
requisite that the supervision of parenteral solu- 
tions be vested in the pharmacist in charge. 


A second quotation from the erudite Report of 
the Pharmacy Committee of the American Hos- 
pital Association will serve as a fitting summari- 
zation of this question. It reads as follows: 


“Throughout this report, emphasis has 
been placed on the pharmacist upon whom the 
success or failure of the department depends. 
The mere fact of proper legal credentials is 
not sufficient to measure effective perform- 
ance. Intelligent, judicious, accurate, de- 
pendable, and seasoned service are barom- 
eters of sound management. .. . The Com- 
mittee appreciate that no one job analysis 
pertaining to the duties of the pharmacist 
will apply in every instance. Each institu- 
tion presents individual situations and prob- 
lems. Pharmacy service under a competent, 
well trained, progressive pharmacist will 
combine pharmaceutical and medical knowl- 
edge in bettering the drug therapy standards 
of the hospital... .” 


Conclusion 


Attention is called to the service available 
through the Sub-Section on Hospital Pharmacy 
of the American Pharmaceutical Association. This 
Sub-Section is vitally concerned with the prob- 
lems which are confronted in hospital pharmacy 
practice. It is anxious to nurture its scope through 
joint consideration of these problems as presented 
by any group whether it be hospital, medical, or 
pharmaceutical associations, or individuals of 
those groups. In this way can our united func- 
tions be coordinated to the ultimate good of those 
we serve, whether directed toward the profes- 
sional or the economic side, or both. 
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Role of Rehabilitation in American Sanatoria 
HOLLAND HUDSON 


course in French literature, began, at last, 

to take on actual entertainment value when 
your assignment reached the plays of Moliére? I 
have in mind, particularly, the pages of “Le Bour- 
geois Gentilhomme.” You will remember that in 
this comedy, the hero, M. Jourdain, suddenly ac- 
quires a great deal of money. Wise beyond many 
persons each of us has known upon whom sudden 
wealth has descended, M. Jourdain anticipates the 
advice of Benjamin Franklin and empties his 
purse into his head. Unlike some of our own 
nouveaux riches, he is not bored, because each 
day brings some delightful surprise. You remem- 
ber the scene, I am sure, in which he asks the 
teacher: 


D: YOU remember how your pre-medical 


Jourdain: By the way, just between ourselves, I’ve 
fallen in love with a lady of quality. I’d like you to 
help me write a little note that I can drop accidentally 
at her feet. 

Maitre de Philosophie: Very well. 

Jourdain: Don’t you think that will be a gallant 
touch? 

Maitre: Doubtless. And I suppose you’d like it 
written in verse? 

Jourdain: No; not in verse. 

Maitre: In prose, then? 

Jourdain: No! No! I don’t want prose and I don’t 
want verse. 

Maitre: But, it has to be either one or the other. 

Jourdain: Why? 

Maitre: For the simple reason, M. Jourdain, that 
the only two methods of expressing ourselves are 
either prose or verse. 

Jourdain: Nothing but prose or verse? 

Maitre: No, M. Jourdain. Everything that isn’t 
prose is verse and everything that isn’t verse is prose. 

Jourdain: And the way we talk, now—what’s that? 

Maitre: Prose. 

Jourdain: What! when I say, “Nicole, bring me 
my slippers and give me my night cap”—is that prose? 

Maitre: Yes, M. Jourdain. 

Jourdain: Bless my soul; Actually, for more than 
forty years I have been speaking prose and knew 
nothing whatever about it! I am most obliged to you, 
indeed, for having taught me this. 


The ulterior motive in this comedy was to lam- 
poon the Parisian equivalent of an ambition to 
keep up with the Joneses and the charlatans who 
played upon such ambitions. Else, perhaps, we 
might have further scenes portraying M. Jour- 
dain’s further discoveries among the arts. For, 
as the title indicates and the first act discloses, 
M. Jourdain had really done very well at the busi- 
ness of making a living, and the cream of the jest 
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lies in his amazed discovery of the art of living 
and of the living arts. Moliére was himself a 
first rank artist, sensitive to the essentials of art, 
scornful of empty posturings. It is for this rea- 
son that in other plays he caricatured so viciously 
the pseudo-science which passed for medicine in 
the reign of Louis XIV. Nowhere in his comedies 
is there so much as implied a disrespect for the 
art of healing of which the playwright himself 
stood so frequently in need. 


In our tuberculosis sanatoria, the pressure of 
waiting lists, insufficient appropriations, political 
meddling in administrative policies, and other like 
factors provide a constant interference to the ef- 
fective application of the art of healing. Actual 
continuity of policy and medical perspective which 
looks beyond the current budget are often verti- 
table feats of heroism. Therefore, throughout the 
country, many medical directors and superin- 
tendents frequently have been speaking an art- 
less prose. This prose may or may not be illumi- 
nated by purple patches, but it is all too often de- 
ficient in the philosophy and the art of healing, 
without which all the science in the world must 
remain sterile. 


Therefore, in citing, as I am about to do, a few 
instances in which sanatorium physicians have 
worked out for themselves a comprehensive phil- 
osophy and an application of the healing art for 
the tuberculosis patient related to the outside 
world, we must recognize and applaud a distin- 
guished page in medical service. 


Rehabilitation Philosophy Inherent in Our 
American Sanatorium System 


We are learning that the elements of what we 
now call rehabilitation have been demonstrated in 
many hospitals, over a period of many years. The 
question of whether one, or some, or all of what 
we try to include in a complete rehabilitation pro- 
gram are present is relatively immaterial. The 
important fact is that these elements appear to 
be inherent in the development of our American 
sanatorium system. As our tuberculosis hospi- 
tals reach a maturity in this development, one or 
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another rehabilitation factor, normally becomes a 
part of the hospital treatment. 


The beginning of rehabilitation may first ap- 
pear in medical follow-up on certain patients. It 
may introduce the application of mental hygiene 
to the entire patient group by means of biblio- 
therapy or occupational therapy. It may under- 
take a physical hardening before the discharge of 
patients who expect to go back to active life. It 
may take the form of vocational counseling by 
someone more familiar with the constant change 
in jobs in collaboration with the physician. It may 
organize follow-up through social service or 
through affiliated agencies of every patient at a 
given period after discharge. 


These evidences of a rehabilitation philosophy 
may be influenced by that incessant propaganda 
of which this paper is so obviously a part. How- 
ever the most encouraging fact on our horizon is 
that, more frequently than not, the elements 
which I have enumerated, mental hygiene, occu- 
pational therapy, adult education, vocational coun- 
seling, medical and social follow-up,—these appear 
in hospitals whose medical directors have been 
untouched by the publicity promotions of rehabili- 
tation services. 


We shall not have time even to enumerate the 
sanatoria where one or more elements of rehabili- 
tation are an established tradition. Therefore, we 
shall select a few instances at widely separated 
points. 


Rehabilitation in Texas 


In Texas, Dr. J. B. McKnight has built within 
the state sanatorium an exceptional service by 
which patients with a suitable prognosis are fully 
and explicitly informed regarding the program of 
the State Rehabilitation Service. This depart- 
ment is headed by Roy Henson, who conducts a 
cooperative guidance program. Mr. Henson ad- 
vises Mr. Brown, director of the State Rehabilita- 
tion Service, about the tuberculosis history of 
each patient, and what is important in the pa- 
tient’s habits, attitudes, and finances. Within the 
sanatorium, actual training programs are in prog- 
ress in such fields as dental assistant, hospital at- 
tendant, laboratory and x-ray technique, radio 
service, photography, etc. After the patient has 
finished such training in the sanatorium, he is 
often employed there until suitable work is found 
for him elsewhere. All of this has grown up 
through the natural associations of Dr. McKnight 
and Mr. Brown over a period of years. It is an 
evolutionary development and not something su- 
perimposed from the outside. The National Tu- 
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berculosis Association can claim no part in its 


parentage, nor does the Texas Tuberculosis Asso- 
ciation. Rather, this example has stirred the 
Texas Association to further promote recommen- 
dation of rehabilitation possibilities throughout 
the state. 


Rehabilitation in Minnesota 


From Texas let us skip to Minnesota. Here, 
Dr. Ernest L. Mariette, superintendent and medi- 
cal director at Glen Lake Sanatorium, adopted oc- 
cupational therapy years ago along with develop- 
ments in collapse therapy. Studying his patients 
during treatment and after discharge, Dr. Mari- 
ette noted the importance of the educational fac- 
tor in adjustment to hospital regime and in after 
life. If I am not mistaken, Dr. Mariette was one 
of the first hospital superintendents to introduce 
adult education into the hospital as an integral 
part in the treatment of patients. Just how much 
this is the outcome of Dr. Mariette’s own medical 
philosophy and how little the result of national 
propaganda may be seen in the close working re- 
lations between Glen Lake Sanatorium, the State 
Rehabilitation Service, the Public School system 
of Hennepin County and the Hennepin County Tu- 
berculosis Association. Briefly, we may find 
these symbolized in the fact that a representative 
of the State Rehabilitation Service has office 
space in the sanatorium and the close contact 
with patients before discharge which this ar- 
rangement implies. We see it again in the oper- 
ation by the Hennepin County Tuberculosis Asso- 
ciation of a boarding home for selected cases in 
whose future health housing and maintenance 
plays an essential role. 


Rehabilitation on the Pacific Coast 


On the Pacific Coast, we discover Arroyo Sana- 
torium at Livermore, California, serving Alameda 
County, which, for the benefit of those who do 
not know the coast, includes Oakland, Alameda, 
Berkeley, San Leandro, Haywards, and the prin- 
cipal commuting area of the San Francisco Bay 
region. As long as fifteen years ago, Dr. Chesley 
Bush discovered that by giving a patient, who 
was a teacher by profession, an opportunity to 
serve other patients in need of teaching, both the 
teacher and those being taught were benefited and 
the sanatorium morale improved. He discovered, 
moreover, that library service for patients could 
be something more than just another time filler 
and that, together with a public address system, 
it might have important effects upon individual 
and collective emotional attitudes. 


The operation of Arroyo Sanatorium has in- 
volved, no doubt, all of the problems with which 
superintendents are familiar. Many of them had 
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to take precedence in the matter of full develop- 
ment over the enlargement of what we now call 
rehabilitation service. Nevertheless, this tradi- 
tion of library service and of teaching, has con- 
tinued until, during this year, the local school 
department has recognized the situation to the 
extent of supplying teachers for certain groups 
of patients. 


We should not leave California without men- 
tioning Olive View Sanatorium, where the Adult 
Education Department of the City of Los Angeles 
found in the late Dr. William Henry Bucher, as 
in his successor, Dr. Edwin Bennett, medical 
leadership in the application of this therapeutic 
principle. The number of teachers assigned, the 
number of patients enrolled, exceeds all other in- 
stances of which we are informed. 


Further up the coast, in Seattle, Dr. Robert 
Stith has built up a service for patients and the 
hospital, under the label of occupational therapy, 
whose story you can and should read in the book- 
let, “Firland.” Before leaving the subject of Fir- 
land, you may be interested to hear that when I 
was out there in June, I found patients engaged 
in the manufacture of pneumo-thorax apparatus 
and operating tables. I cite this as an illustration 
of the fact that occupational therapy need no 
longer be limited to basket making and leather- 
work and that it may have some relation to the 
needs of hospitals and to the vocational training 
of the patients. 


Vocational Counseling 


Dr. J. B. Nicholls at Catawba Sanatorium, 
Roanoke, Virginia, was one of the first to apply 
the demonstration of vocational counseling given 
in 1935 by Mrs. Beulah Weldon Burhoe to the 
further development of his hospital program. At 
that time, classes for patients were inaugurated 
at the sanatorium and during 1937, the teachers 
became employees of the State Health Depart- 
ment. That this development stemmed no less di- 
rectly from the medical philosophy of Dr. Nicholls 
is indicated by the fact that library service for 
the patients was inaugurated as far back as 1920 
and that occupational therapy has been part of 
the service as far back as 1918. 


Relation Between Specific Employment and 
Treatment 


I must credit Dr. Kennon Dunham and Dr. 
Ernest Bishop of Cincinnati with a perception of 
the relation between specific employment and the 
treatment of tuberculosis which ante-dated con- 
siderably my own work with them at the Hamil- 
ton County Tuberculosis sanatorium. The plans 
for the special building, which a number of you 
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have traveled a good many miles to see, were first 
drafted in the 1920’s and those plans have always 
included classrooms for various types of voca- 
tional training. Moreover, when Dr. Dunham at- 
tempted to form a rehabilitation department as a 
part of the hospital and met with the story of 
county poverty which runs off the tongues of poli- 
ticians like rain off a roof, he went to the employ- 
ment service for the funds to begin this phase of 
medical treatment. 


Pertinent Questions Regarding Rehabilitation 


With your permission, I will make this an oc- 
casion to answer, out of actual experience instead 
of theory some of the questions which are in- 
evitably hurled at any advocate of rehabilitation 
for the tuberculous. 


One of the interesting questions is: What 
chance have we of placing the ex-patient in em- 
ployment where there are so many unemployed 
able-bodied persons? That is a fair question and 
it is asked again and again in good faith by phy- 
sicians and by the officers of tuberculosis associa- 
tions.. The answer comes out of the experience 
of public employment offices, not only in Cincin- 
nati, but in other parts of the country as well. 
The peak load of continued unemployment is 
among the comparatively uneducated, untrained, 
and unskilled, capable only of unskilled labor. It 
is a key to the whole subject of employment. 
Many of this unequipped group must remain ac- 
tually unemployable because there are no longer 
enough unskilled jobs to go around. Cincinnati, 
like other cities, has seen troughs of depression 
in which the really skilled, in certain industries, 
were temporarily unemployed. But skilled 
workers, unless barred by age or by personality 
handicaps, have not been among the continuously 
unemployed. It is not bleating optimism to con- 
clude that trained patients can be placed if one 
discovers first of all what jobs the community 
needs to fill with skilled or semi-skilled workers 
and trains patients for those jobs. 


The question which comes next in point of fre- 
quency is: What does rehabilitation cost? That 
should be answered in terms which can be ap- 
plied to your own hospitals. In Cincinnati the 
total operating cost to the county of a department 
which included social service, occupational ther- 
apy, barbers, shoe repair, clothes-room service, en- 
tertainment, and rehabilitation was still less than 
one per cent of the hospital operating budget. 
That department has been considerably reduced 
recently to meet a crisis in county finances and 
now operates at a cost of less than five cents a 
day to the county per patient served by the re- 
habilitation program. At the peak of its costs, 
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rehabilitation cost Hamilton County less than ten 
cents a day per patient served. Or, if you prefer 
to figure costs on total beds, it cost the county 
less than three cents a day per adult bed. Fed- 
eral funds are now matching the County’s ex- 
penditure about two for one, so that, if the County 
took over the entire present program, it would 
cost the tax-payers slightly less than nine cents 
a day per adult bed. There are five hundred adult 
beds in Hamilton County Tuberculosis Sanato- 
rium and the entire cost of operation must come 
from tax funds. 


Costs 


On this subject of costs I hope to be entirely 
frank. I have never suggested that rehabilita- 
tion can be had for nothing, nor that it can be 
purchased cheaply. I do not know of any effec- 
tive form of treatment for tuberculosis which is 
cheap. You superintendents who have had a 
chance to compare the services of lay workers who 
have been selected because they were cheap with 
those of really professional calibre, know which 
worker costs the tax-payer the most in the long 
run. I know of no worse investment in the treat- 
ment of tuberculosis than untrained social work- 
ers, untrained occupational therapists, or un- 
equipped rehabilitation workers, for the return on 
the investment in practical results lacks medical 


or social values. Brains are not a cheap com- 
modity but they may be a good investment. 


I have not suggested at any time that a rehabili- 
tation program may earn its own way, for ex- 
ample, in shop output. It is true that typing, 
mimeograph, and wood-shop students at Hamilton 
County provided the hospital with some service 
and some medical and administrative forms and 
with some furniture and apparatus which might 
not have been financed out of the tax budget. But 
these were by-products and to assure any com- 
mittee that a proposed rehabilitation scheme will 
presently become self-supporting is to indulge in 
an orgy of wishful thinking. 


If you need to sell rehabilitation on an econ- 
omy basis, find out what your discharge cases cost 
your community today on the direct relief rolls 
of your city or county. If the discharged patient 
does not have private resources and if he is in- 
completely educated, untrained, and unskilled and 
if the physician has told him to avoid heavy, ex- 
hausting labor for another year, he is certainly 
likely to become a relief case. In Hamilton County 
such patients sometimes cost the taxpayer an- 
other thousand dollars or more after discharge. 
When tuberculosis has permanently incapacitated 
a patient—and that happens all too often—such 
an expense is unavoidable. But when it is pos- 
sible to train that patient for suitable employ- 
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ment, you must run your rehabilitation costs up 
high indeed not to get them back in lowered relief 
burden during the first six months your retrained 
patient begins to earn his own way. 


Cutting the Relief Load 


There is a good reason today why each tubercu- 
losis worker should know relief costs. If our hos- 
pitals continue to discharge unemployable paupers, 
we are increasing those costs. If we train for 
employment those whose prognosis and personal 
assets make them feasible for such treatment we 
are cutting the relief load as well as doing a bet- 
ter job of treatment. 


In Cincinnati, the hospital and the County Re- 
lief department had this joint experience with a 
rehabilitation project within the hospital: the 
economic tradition of the patient group changed 
from a hopeless, defeated and dependent attitude 
to a hopeful attitude with the wish to become self- 
supporting. When patients who had secured em- 
ployment for which training had begun in the 
hospital came to visit patients still under treat- 
ment the theory that the County owed every per- 
son with tuberculosis a living, dwindled in popu- 
larity. 


In Hamilton County, a rehabilitation program 
gave a new objective quality to the efforts of com- 
munity agencies—the hospitals, associations, and 
departments for health and for relief to coordi- 
nate their efforts. Many persons who get bored 
with generalities manifest a continuing and prac- 
tical interest in specific cases. We found too that 
what we could not do individually with or for a 
certain patient we could do collectively. 


We made the further interesting discovery that 
our employment service was very useful as a 
source of job information, that if we helped our 
patients to identify and to increase their employ- 
ment assets they usually preferred to do the mar- 
keting and they found the jobs themselves. 


In Cleveland, at Sunny Acres Sanatorium, Dr. 
Robert Browning, once convinced of the thera- 
peutic possibilities of an organized rehabilitation 
program, brought to bear a medical philosophy 
which has made his direction of all lay hospital 
activities a dynamic therapeutic force. If any of 
you physicians are revamping your lay service, 
may I respectfully suggest that you write Dr. 
Browning for the forms by which patients are 
classified and treatment in the form of handi- 
crafts or instruction is prescribed? It is not only 
ingenious; the use of color symbols simplifies in- 
terpretation by the staff to an unusual degree. 


Next, let us note the State Sanatorium in Oak- 
dale, Iowa, of which Dr. John Peck is superin- 
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tendent. Dr. Peck would be the last to claim that 
he invented the retraining project which has 
grown up in his hospital as quietly and as mod- 
estly as a spring violet, but Dr. Peck has given 
this project the sunlight which it has needed and 
has given the rest of us a hint of its existence 
which was so long a profound secret. In due 
course, we may expect its further growth because 
it fits so perfectly into Dr. Peck’s medical phil- 
osophy. 


Suppose, instead of leaving you in the middle 
of an Iowa cornfield, I mention briefly before clos- 
ing, one of the newest of rehabilitation projects, 
at the National Jewish Hospital, Denver, Colo- 
vado. I have selected this from the several recent 
arrivals upon the scene because it illustrates once 
more, the role of rehabilitation as a logical and 
natural development in the philosophy of the in- 
stitution, or that of its medical director, Dr. 
Charles. Kaufman. The National Jewish Hospital 
accepts all types of cases from all parts of the 
country. It is keeping pace in social as well as 
in medical treatment with current programs in 
the art of healing and restoring the tuberculous 
to active life. Those of you who are already fa- 
miliar with the program of this hospital in lab- 
oratory, surgical and x-ray techniques will not be 
surprised to hear that instead of adopting some 
fragment of rehabilitation, the hospital has or- 
ganized a department sufficient to study the back- 
ground, traits, emotional and vocational problems 
of the patient and to work them through toward 
a practical solution after discharge of the patient 
from the hospital. 


Space does not permit mentioning all evidences 
of these elements of rehabilitation as develop- 
ments of the healing art in sanatoria in many 
other states. We cannot entirely forbear mention 
of some of the other states in which these hospi- 
tals are located,—Missouri, Wisconsin, Michigan, 
Illinois, Indiana, Kentucky, Pennsylvania, the 
District of Columbia, New Jersey, Connecticut, 
Rhode Island, New York and Hawaii. If this pa- 
per conveys nothing else, it may leave you all 
with the conviction that anyone here may see 
some developments of a sanatorium program 
headed toward rehabilitation at no great distance 
from his home city. 


In Review 


At this point it might be interesting to review 
the cost of rehabilitation in sanatoria, the per- 
sonnel required and their qualifications, and the 
cooperation needed within the sanatorium and 
outside the sanatorium and how to obtain it. In 
Cincinnati, we noted that the cost of such service 
does not. loom very large in the total hospital 
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budget and that it may reduce other community 
cost. Since employment is a major objective of 
rehabilitation, it seems reasonable to suggest that 
practical knowledge of employment and placement 
technique is a major qualification for rehabilita- 
tion workers. People who are getting results in 
this field have come to it from social work, from 
teaching, from occupational therapy, from per- 
sonnel service, but their knowledge of jobs and 
job training has been highly practical. Rehabili- 
tation is a field in which we need most of all to 
know how little we know and how to go get the 
needed information from reliable sources. 


You see how this takes us inevitably into the 
subject of cooperation. There is no room in re- 
habilitation work for the prima-donna type, for, 
to serve many patients, each program must en- 
list many minds. We were unusually fortunate in 
Cincinnati in the helpful attitude of many com- 
munity agencies. But, in my 1938 travels, I ob- 
serve that boards of education, public and private 
welfare agencies, and state and Federal services 
are receptive to opportunities for aiding the tuber- 
culous when they are presented in specific and 
practical form and when it appears that they may 
receive their share of credit for results. I sug- 
gest that one indispensable item for getting co- 
operation whether inside or outside the hospital 
is to allow the other fellow the credit for results. 
This form of bread on the waters seldom fails to 
return. 


At the National Tuberculosis Association meet- 
ing in Los Angeles, one of those who discussed 
my paper on this same philosophy of rehabilita- 
tion questioned my repeated emphasis on a need 
for medical leadership. The young man observed 
that quite a little leadership in rehabilitation is 
coming from lay sources. 


Be that as it may, I work with doctors. I rec- 
ommend to the lay workers in tuberculosis that 
they work with doctors. No program which does 
not fit into a philosophy of healing has any -hope 
of progeny. Healing is the doctors’ art. In this 
field we laymen are the artisans. 


It may be necessary occasionally for us laymen 
to play the spotlight as we have done during the 
last fifteen minutes on physicians who have by 
no means sought or enjoyed publicity. We may 
even lay before the physician from time to time 
our own findings from the field of education, of 
vocational research, or social service. It is our 
good fortune to have frequent opportunities for 
collaboration with the physician, for without med- 
ical leadership and a far-reaching medical phil- 
osophy we may not expect the results for which 
we seek. 
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Medical leadership has infiuenced the attitude 
of the state and Federal rehabilitation services 
toward the tuberculous patient. Today, thanks in 
great part to the willingness of physicians to 
study the rehabilitation problem with state re- 
habilitation case workers, a number of state re- 
habilitation services are willing to increase sub- 
stantially their quotas of the tuberculous. The 
state and Federal rehabilitation workers are giv- 
ing mature study to the types of training and 
work programs which produce satisfactory and 
lasting results. Surely, it is now appropriate for 
the sanatorium and hospital to study the types of 
cases which are actually feasible for such an ex- 
tension of treatment and to present more appli- 
cations for such patients each year. 


Apparently, in opening this paper with the 
brief scene from Moliére, I have continued in the 
role of the lecturer in philosophy, for what I have 
stressed throughout is the underlying philosophy 
of rehabilitation as an application of the art of 


healing. Just as in the literary arts, the boundary 
between poetry and prose is sometimes indistin- 
guishable, so in the treatment of tuberculosis the 
boundary line between healing and rehabilitation 
is frequently indistinguishable, particularly when 
the whole program of the hospital is vitalized by 
the art and philosophy of healing. This is the 
first reason why I have given you the brief direc- 
tory of some hospital programs which deserve 
your further attention. The reason I have not 
given you blueprints of any of them is that each 
of them differs from the other, although, funda- 
mentally, they all point in.the same direction. This 
would be the case, because each project results 
from the application of a medical philosophy to a 
local set of facts and conditions. 


The essence of this paper is that just as prose 
is a medium of communication which can be fitted 
to every modern situation, rehabilitation can be 
adapted to any climate, any community, any hos- 
pital or sanatorium wherein the prevailing phil- 
osophy is derived from the ancient art of healing. 


—_— ori FCO 


James Allen Jackson, M.D., Sc.D. 


Dr. James Allen Jackson, author, editor, hos- 
pital administrator, and one of the leading psychi- 
atric authories in the United States, died in Jef- 
ferson Hospital, Philadelphia, on December 1. 


Few men in his chosen specialties of psychiatry 
and hospital administration have contributed more 
to the public weal than Dr. Jackson. He was 
particularly interested in hospital administration, 
not only as it applied to his personal work but to 
the district, state, and national organizations of 
hospital people, and where hospital people were 
gathered in their meetings and conventions, Dr. 
Jackson was invariably present. 


Dr. Jackson served the Pennsylvania Hospital 
Association as its president in 1935 and 1936, and 
since that time has been on its Board of Trustees. 
He has served as president of the Montour County 
Medical Society, secretary of the Philadelphia Psy- 
chiatric Society, and as an executive of other 
hospital and medical organizations. 


Born in Georgia, Dr. Jackson completed. his 
education at the Jefferson Medical College, gradu- 
ating in 1906. He became, first, resident patholo- 
gist at the Philadelphia General Hospital, then 
pathologist at the Central Indiana Hospital, and 
for ten years chief resident physician at what is 
known as the Philadelphia State Hospital, From 
1920 until the time of his death Dr. Jackson was 
administrator of the Danville State Hospital. 
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Being one of the first to recognize the impor- 
tance of a mental hospital as the psychiatric 
health center of the community, he established, 
in connection with his institution in Danville, a 
complete community service of diagnostic and 
therapeutic mental clinics; he provided educa- 
tional training in abnormal psychology; and co- 
operated with schools, colleges, and general 
hospitals in the promotion of mental hygiene. 


His conception of the values of hospital associ- 
ations was well emphasized in his presidential 
address before the Pennsylvania Hospital Associa- 
tion in the following sentiments: 


“If hospitals are to exist, if they are to operate 
efficiently, if they are to continue to be the basic 
keystone of our public health programs, they 
should pool their interest in such an association 
as this, for herein we have strength and unity of 
purpose, understanding, sympathy, and tolerance, 
with an exchange of the best ideas.” 


In Dr. Jackson’s passing, the hospital field has 
lost one of its ablest administrators; psychiatry 
has lost a leader whose principles and applied 
practices have conferred the greatest benefits on 
the mentally ill; and his community and state 
have lost a citizen who has devoted his entire 
professional lifetime to the best interests of his 
fellow man. Dr. Jackson was respected and loved 
by all who knew him. 
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How St. Nicholas Came to Bergen Pines 


on exhibition at Bergen Pines County 

Hospital in Ridgewood, New Jersey, 
during the holidays. A life-sized Santa Claus with 
a pack of toys, sleigh, and four reindeer was 
mounted on the roof of the nurses’ home. 


The reindeer, Dasher, Dancer, Prancer and 
Vixen, were constructed to show them in action 
with knees bent and hooves poised, and seem actu- 
ally to be flying through the air while Saint Nick, 
with ruddy smile, and arm raised in salute, 
extends a greeting to all who come onto the hospi- 
tal grounds. 

The set, which took several weeks to fashion, 
was entirely the work of hospital patients, and 
was conceived from the poem, “The Night Before 
Christmas.” Santa, tassel on hat, and red, fur- 
trimmed coat, is the typical chubby and plump, 
jolly old elf, depicted in the poem which has 
delighted children, young and old, since the mid- 
nineteenth century. 

To give the life-size appearance when mounted 


A N INTERESTING Christmas display was 


three stories high on the roof, Santa had to be 
constructed 7 feet tall, and the reindeer, from 
hooves to antlers, measure almost 9 feet. 

The frames are of bent, wrought iron, and 
shaped with welded wire, all being covered with 
papier mache, water proofed and then painted. 
An old-time sleigh, a relic of the pre-automobile 
days was used. The bright red harness was even 
made at the hospital. 

The set was laid out, planned and executed by 
a gifted artist-patient, Fred Patete, who also 
supervised its construction. Assisting him were 
Sister Lillian Christine of the Community of St. 
John the Baptist at Woodcliff Lake, Nick Bianco, 
Andrew Thaler, Eldridge Todd, Walter Goetz, 
Nelson Gaul, Charles Penque, James Grady, and 
Dominick Natole. 

The many beautiful trees on the grounds, most 
of which were presented to the hospital by groups 
or individuals for the beautification of the 
grounds, were illuminated by individuals or 
organizations. 





At night, the set was illuminated by flood lights. Wreaths with lighted candles in the windows of the building still further 
enhanced the spectacle which had been termed by patients, “The Spirit of Christmas.” 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


q A thought for the voluntary hospital: We 
have no contract with philanthropy—only a gen- 
tleman’s agreement. 

E. M. Bluestone, M.D. 


@ About eight months ago we commenced serving 
afternoon tea at 4 p. m. daily, with the exception 
of Saturdays and Sundays, in our large solarium. 
This is free to patients who can get there, visitors, 
attending staff, house staff, nursing staff, and 
office staff. There are generally from forty to 
one hundred attend daily. We have tea and 
cookies. Everyone enjoys himself and we believe 
that the expense is more than balanced by the 
increased efficiency of our personnel during the 
last hour of the day. No one stays there much 
more than ten minutes, but it serves as a nice let 
down at a time when most people have a tendency 
to be somewhat tired. It is very much appreciated 
not only by our personnel but is talked about con- 
siderably by the patients and their friends. 
Fraser D. Mooney, M.D., C.M. 


q@ A very good nurse had just been promoted to 
Head Nurse. We asked her what she knew about 
administering a floor. She was fussed and said 
she did not know very much but that she would 
try to do her best. We asked her if she would 
like some advice and as she stood waiting for a 
lot of detailed instructions, we said, “Give the 
same care to every patient on your floor that you 
would give to your nearest and dearest relative.” 


The foregoing is good advice for every hospital 
employee and when they all get that spirit, there 
will be few vacant beds in our institutions. 


q@ An A-1 engineer in charge of the heating plant 
and hospital maintenance is worth twice as much 
salary as any hospital pays him. We talk about 
loss caused by food waste, supply waste, and 
electric lights burning unnecessarily, but the big- 
gest loss in the long run is the lack of prompt and 
complete repair to any part of the plant or equip- 
ment. 
Sidney G. Davidson 


q It is well to remember that before we had the 
present highly perfected acoustical materials, 
hanging and draperies were often used in securing 
acoustical correction. 


In a recent experience the writer remodeled a 
large room for medical lectures and conferences. 
An economical budget for the alteration could 
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not include the $300.00 cost of the conventional 
acoustical ceiling. When complete, the room’s 
acoustics were poor, with a very disturbing echo. 


Simple window draperies had been included in 
the budget but it was decided to use heavier ma- 
terial for them than would otherwise have been 
required and to make them voluminous and full. 
When hung, the draperies immediately improved 
the acoustical difficulty but a “talk-back” from 
the rear wall persisted. This was corrected by 
placing a hanging, of material like the window 
draperies, across a portion of the back of the room. 


The conference room now is acoustically satis- 
factory, and the hangings have greatly enhanced 
its appearance. The added cost, above the amount 
originally planned for the draperies, was less than 
$50.00 as compared with $300.00. 


The writer does not wish to be understood as 
opposed to use of regular acoustical materials. He 
merely points out that judicious use of draperies 
may be a good second-best. 

C. W. Munger, M.D. 


@ The indiscriminate use of non-approved hos- 
pitals by physicians and the public leads us to 
advise that such hospitals, like some medicines, 
should be shaken well before using. 


@ The statesman’s remark on education may 
very well be paraphrased to read “That the op- 
portunity for health is the eternal debt of each 
generation to its successor.” 

Maurice Dubin 


q After all, hospitals are still places where peo- 
ple are sick in bed. Too many hospital conven- 
tions fail to take notice of this fact. 


q@ Just as sure as government gets control of 
medical services, the voluntary hospitals will be 
the next logical step to feel the pressure of gov- 
ernment procedures. Then, all will be under the 
whims and pleasures of politicians. 


q@ In America we have prided ourselves on the 
high degree of education of the mass of people. 
Keep this in mind when you have personal 
troubles. 


q It is noticeable that the great leaders in hos- 
pital administration are among those who give 
the most freely of their time, knowledge, experi- 
ence, and judgment to the hospital field without 
thought of monetary gain. 

A. F. Branton, M.D. 
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Radio Interference 


In view of the imminence of some solution of the problem and to help its readers to appreciate 
the questions involved, HOSPITALS presents herewith a short analysis of the technical questions at 
issue, in order to assist its readers to watch developments and protect their institutions from any undue 


hardship. 


of high frequency apparatus with. radio 

transmission has become so acute that it has 
recently been taken up in an official conference 
by the Federal Communications Commission. 
This conference was attended by a representa- 
tive of the American Hospital Association, as 
well as of all the other bodies interested in elec- 
tro-medical apparatus, in radio manufacturing, 
or operation in television, and representatives of 
the Army and Navy communications services. 


T= question of interference of various types 


While it is conceded that it is probable that the 
Commission does not yet have any regulatory au- 
thority over electro-medical apparatus, it is en- 
tirely conceivable that such authority may soon 
be acquired. Should such authority be acquired 
it is more than likely that electro-medical appara- 
tus would be limited to designated wave lengths 
and a very limited tolerance of “wander” which 
would in effect mean the much more expensive 
crystal controlled type of apparatus. 


Another evidence of the trend is in House Bill 
No. 602 recently introduced into the state Legis- 
lature of Colorado, which, if passed, would 


“Prohibit the installation, maintenance, or op- 
eration or use of any electrical or mechanical de- 
vice or instrument or facility which generates or 
creates electrical interference with radio recep- 
tion.” 


In this connection it should be pointed out that 
any state regulation would be futile as high fre- 
quency waves do not recognize state lines. In 
fact, this futility of local regulation is so definite 
that although the Dominion of Canada already 
has authority for regulation, it is delaying gen- 
eral enforcement until such time as a plan of co- 
operation with the United States can be perfected. 


In view of the necessity of some solution of the 
problem, and to help its readers to appreciate the 
questions involved, HOSPITALS presents here- 
with a short analysis of the technical questions 
at issue in order to assist its readers to watch 
developments and protect their institutions from 
any undue hardship. 


The rapid development of short wave wireless 
transmission and the similarly rapid development 
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of the therapeutic use of short waves has resulted 
in the one interfering with the other. The thera- 
peutic use of short wave originally used as dia- 
thermy was in its earliest application used largely 
as a reconstruction measure but its more recent 
development has given it a definite and increas- 
ingly important place in the treatment of acute 
disease. 


The spectacular results already reported from 
fever induced by high frequency currents in gono- 
coccal infections, in pneumonia, in chorea and in 
syphilitic conditions give promise of a field of ap- 
plication whose limits can not now be foretold. 
Some European investigators have even advanced 
the theory that certain bacteria are vulnerable to 
specific frequency rates but this theory has met 
with skepticism in America where there has been 
no general acceptance of any theory except that 
the beneficial results are entirely a heat effect. 


The interference arises from the fact that short 
wave radio transmission uses frequencies within 
the ranges used for diathermy, short wave and 
ultra short wave and for the induced current 
types of apparatus. A further difficulty is that 
the machines used for diathermic effects are sub- 
ject to a fairly high degree of “wandering” as 
variation in frequency is called. 


Current as usually received is of the 60 cycle 
alternating current type and this current is then 
transformed into the frequency at which the ma- 
chine is designed to operate—10 to 100 million 
cycles. 


In the older machines this transformation was 
accomplished by a spark gap oscillator. Any spark 
gap apparatus is subject to wide variation in fre- 
quency—known as “wandering” and it is probable 
that much of the interference now complained of 
is due to the large number of these older type 
machines still in use. 


The newer x-ray machines are equipped with 
vacuum tube rectifiers which are not only more 
efficient but which eliminate interference. 


Modern short wave apparatus utilizes a vacuum 
tube control which produces a much narrower 
band of radiated frequencies than was attainable 
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with spark gap apparatus. But the “wander” still 
permitted is sufficient to interfere with a large 
number of communication channels, and it must 
be noted that as adherence to a narrow band in- 
creases intensity, the remaining interference be- 
comes much more disturbing to such bands as it 
reaches. 


A further refinement is the use of the so-called 
crystal control which gives a much more accurate 
control—reducing the “wander” to a small frac- 
tion of one per cent. This type of control bids 
fair to be the machine of the future but is not yet 
available on the market as its design and manu- 
facturing refinements are such that it will cost 
from two to three times as much as the present 
vacuum tube controlled machine. 


The electro-medical apparatus now in use—ex- 
cept perhaps some antiquated machines—does not 
interfere materially with the ordinary commer- 
cial broadcasting for the reason that the wave 
lengths used by the two are so widely separated 
in the wave spectrum and the type of controls 
used on radio transmission apparatus are so very 
accurate as to permit little or no wandering. As 
a matter of fact there is very little electro-medical 
apparatus that causes as much interference as the 
usual 60 cycle current apparatus, such as house- 
hold appliances, transmission wires or even auto- 
mobile starters. 


But the bulk of the newer developments both 
in radio transmission and in electro-medical ap- 
paratus are in the shorter wave lengths. Short 
wave broadcasting, radio beams, and the other 
electrical accessories for air navigation, police call 
and federal communication channels are more and 
more concentrating on the shorter wave lengths 
used by electro-medical apparatus. 


Shielding 


In the application of diathermy or any of its 
modifications to the patient not only the appara- 
tus but even the patient’s body becomes a broad- 
casting station, and, if using or wandering into 
the same wave lengths as used by communication 
transmission station, will garble or entirely 
blanket such communications. 


There have been two principal remedies for the 
condition proposed, shielding and limitation to 
assigned wave lengths. There are not only eco- 
nomic but technical objections to shielding as a 
remedy. Effective shielding requires the com- 
plete enelosure of patient and machine in a metal 
mesh material adequately grounded. If the ap- 
paratus is stationary, it is entirely feasible to 
treat walls, floors, ceiling and windows with a 
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metal mesh material and connect this to an ade- 
quate ground. It must be understood that any 
conductor wire passing within this enclosure will 
pick up the waves and in turn become a sending 
antenna. Thus all electrical wiring, telephone or 
signal system wires or even pipes or structural 
steel must be outside this shield. There is reason 
to believe that a single layer of shielding grid may 
not under some conditions be adequate. This 
would require the installation of a secondary grid 
at some 6 or 8 inches from the primary one. An- 
other problem arising is the fact that the ground 
wires leading from the grid may become trans- 
mitting antennae themselves, particularly if the 
equipment is installed above the second or third 
floor and thus requires a long vertical run before 
reaching the final ground connection. The effec- 
tive design of the grid becomes a special engineer- 
ing problem to be solved for each individual in- 
stallation. One engineer goes so far as to say that 
the wire grid must not only be of a material and 
construction having adequate conduction charac- 
teristics but that in order to insure these qualities 
it must be of a construction which has been plated 
after weaving to insure proper contacts at points 
of crossing of the individual wires. 


The wire that carries current to the machine 
may pick up and “back feed” the waves but this 
is ordinarily provided for in the newer installa- 
tions by installing an inexpensive device known 
as a “wave trap” in this conductor wire. 


One estimate on the cost of such shielding has 
been that its cost will aproximately equal the 
original cost of the machine and its installation. 
It is apparent, however, that this cost will vary 
widely under differing conditions and whether it 
is installed in an existing building or in the orig- 
inal design of a new or extensively remodeled 
building. 


Thus far shielding has been considered from 
the standpoint of the fixed, stationary machine 
and room only. But the present extension of high 
frequency therapy indicates its use in many cases 
in which transportation of the patient to the 
treatment room is contra-indicated. The manu- 
facturers have kept pace with this trend by the 
development of mobile bedside machines. 


In the case of the mobile machine shielding is 
quite evidently impractical as the shield must 
include both machine and patient, and any shield 
of these dimensions would not be likely to be 
either very portable or very convenient. 


Assigned Wave Lengths 


The only alternative to shielding so far devised 
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is by the assignment of definite wave bands to 
the use of electro medical apparatus and the de- 
sign of machines which will stay within these 
wave bands. The difficulty of this solution is 
again beth economic and technical. The substi- 
tution of crystal control of frequency for the 
present thermionic (vacuum) tube permits con- 
trol of wave length within a very small fraction 
of one per cent. 


Thus with the assignment of a relatively small 
proportion of the available wave lengths the elec- 
tro medical use and the development of machines 
whose operation could be rigidly controlled within 
the assigned wave lengths all the purposes of 
medical electricity could be preserved and that 
without any interference with any of the com- 
munication channels or other high frequency so 
far developed or foreseen. 


But again the economics must be considered. 
Manufacturers estimate that crystal controlled 
high frequency apparatus will cost from two to 
three times as much as the present vacuum tube 
controlled equipment of comparable capacity. 





There are no reliable statistics available as to the 
amount of this type of apparatus now in use in 
this country but it is generally conceded that the 
cost of its replacement with the higher fidelity 
apparatus would be reckoned in millions rather 
than in thousands or even hundreds of thousands 
of dollars. 


The development of high frequencies for com- 
munication purposes is proceeding so rapidly that 
any forecast of the future would be futile. The 
hospital and medical field should, however, keep 
themselves adequately informed to avoid too 
severe a restriction on the use of this irreplace- 
able therapeutic agent and against any sudden 
regulation which would outlaw expensive existing 
equipment without at least a sufficient time al- 
lowance to permit them to spread the cost of 
replacement over a sufficiently long period to 
avoid any acute financial hardship. 


The American Hospital Association is keeping 
in close touch with the problem as it develops, 
and will from time to time report to the member- 
ship such developments as seem to be of sufficient 
importance or interest. 





Great strides have been made in the hospital 
laundry service problem in the past five years. 
This advancement, however, has been restricted to 
a field which has dealt with supply‘ng this service 
more than in the field of economical processing. 
Therefore, very few can truthfully say that they 
have at their finger tips, a per pound processing 
cost that is comparable with a processing cost for 
a like institution. In other words, there are very 
few hospital administrators who have in any posi- 
tive degree set up for their own information any 
plan or policy to provide a helpful medium to es- 
tablish such costs. 


Where institutions are not equipped with meas- 
uring devices to cover the amount of hot and cold 
water used, and the power and heat consumed, it 
becomes a guessing result as to such expense. For- 
tunately, there are quite a few hospitals that are 
equipped with these essential devices, sufficient to 
permit accurate comparisons. This places them in 
a position to set up average costs. 


The Construction and Mechanical Section of 
the American Hospital Association has decided 
to make a study of processing costs with the co- 
operation of the membership of this organization, 
in order to establish comparable averages of how 
much it actually costs to furnish the patient, the 
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Can We Interest You in This Endeavor? 











personnel, and the institution with required laun- 
dry service on a per pound basis. The officers of 
this “Section” propose to divide the hospitals of 
the United States into “zones” and then to further 
group them into “ten” distinctive classifications 
according to bed capacity. By such a method we be- 
lieve that it will be possible to study the replies 
received and to estimate a cost of furnishing this 
specific service that will be invaluable for cost 
references. 


It is hoped, that in making this announcement 
at this time, it will awaken an interest in this en- 
deavor early enough to provide a comprehensive 
study to be made and the results obtained pre- 
sented at the 1939 Convention of the American 
Hospital Association to be held in Toronto. While 
it is planned to select about 200 institutions in 
this study, we leave the door wide open for any- 
one who is interested to become a participant, by 
merely writing to the Chairman, requesting a 
“Questionnaire.” 


May we hope for real cooperation in our at- 
tempt to fill this long felt need to establish a 
comparable cost basis? 

S. Frank Roach, 

Chairman, Construction and Mechanical Section, 
American Hospital Association. 
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Teaching in Children's Hospitals 


MARGARET A. ROGERS 


from 81 questionnaires which were returned 

from 104 hospitals invited to participate. The 
following classifications represent the 81 hospi- 
tals reporting: 


Ti MATERIAL in this report was obtained 


General hospitals for children 

Hospitals for crippled children 

Children’s departments in general hospitals 
Children’s department in university hospitals 
Convalescent Home 


The number of children of school age in each 
of these institutions varies from 6 to 300—there 
are 13 which have 100 or more. The average 
days’ stay in the hospital varies from 6 to 167— 
those having an average stay of 28 days and over 
are crippled children hospitals, or tuberculosis 
divisions of large city institutions. 


Of these 81 institutions, 12 have convalescent 
homes, and 10 have access to convalescent homes 
for their patients. This has a definite effect on 
the teaching policy, as their patients are doubtless 
transferred to the convalescent home as soon as 
they are physically fit for school work. 


School work is provided in 53 institutions, oc- 
cupational therapy in 4, recreational therapy in 2, 
and in 22 there is no teaching program of any 
sort. The local Board of Education provided 
teachers and materials in 44 hospitals, the De- 
partment of Education in the University in 3, the 
N.Y.A. in 1, the WPA in 1, and miscellaneous 
sources in 10. Volunteers were used in the teach- 
ing in 7 hospitals. 


Instruction is given at the bedside in 45 hospi- 
tals, occupational therapy at the bedside in 4 hos- 
pitals, and recreational therapy in 2 hospitals. 
Class rooms are provided in 37 hospitals. Forty 
hospitals regard their teaching program as ade- 
quate from the standpoint of recreation while 15 
are not satisfied. Forty-five feel their program 
is adequate from an academic standpoint, while 
13 are not satisfied. Some feel they need more 
teachers. In 48 hospitals the course of study for 
elementary schools is followed. 


The hours of school vary from the regular 
school day of 9 to 3 to 15 minutes’ instruction 
for the individual child—but in most instances 
there is at least one-half day’s school. It is in- 
teresting to note that in this quite extensive teach- 
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ing program only 10 hospitals have to make any 
financial outlay and in some of these it is for spe- 
cial projects. Excellent teaching programs are 
reported from a few of the children’s units in 
university hospitals—in these the department of 
education of the university has charge of the 
work. 


One hospital reports a director of recreation 
on its staff who, in addition to directing play for 
the children, teaches the nurses this important 
subject. Another hospital has 2 nursery school 
teachers who care for recreational as well as edu- 
cational activities. One hospital reports a group 
of volunteers who carry on an excellent recrea- 
tional program. 


Two hospitals report a department of preven- 
tive medicine in their out-patient department 
where health instruction is given to the chil- 
dren and their parents. Of the others reporting 
on health teaching, only 3 have a planned pro- 
gram. In the others the teaching is done as the 
child received care. The following is a list of 
those giving the health teaching: Nurses, 34; doc- 
tors, 3; teachers, 14; and others, 2. 


The Children’s Hospital of Michigan in Detroit 
has had an interesting experience for the past 
214 years. A WPA relief project has clients in 
the city Department of Recreation. Five of these 
have been assigned to Children’s Hospital—two to 
work with hospital patients over 3 years of age, 
and three with children in the out-patient depart- 
ment. In the hospital the work done is paper 
pasting, paper cutting, picture puzzles, games, 
reading, crocheting, weaving, and sewing. 


In the out-patient the same program is carried 
on with the addition of small express wagons for 
blocks. Here, where the long waits have made 
distracted mothers struggle with irritable chil- 
dren, this program has changed the atmosphere 
to one where the mother crochets or reads while 
her child plays. 


During the regular visiting hour to the hospital 
patients, one worker examines the toys brought 
in by the parents and rejects the undesirable ones. 


HOSPITALS 








wT Wh er CF 











They see that reading material is given to the 
parents and toys to the children who may not go 
to the wards. 


These workers are directly supervised by one 
of the teaching supervisors of the hospital who 
keeps in touch with their WPA supervisor of the 
Recreation Department and has frequent confer- 
ences with her. The workers are given instruc- 
tions in the Department before coming to the 
hospital. 


A toy making project for women in the labor 
group of the WPA in the Recreation Department 
provides toys for this work. The whole project 








has been so satisfactory to the hospital that we 
dread the day when the workers will be removed. 


It would be presumptuous to suggest a teach- 
ing program to those hospitals not having one at 
this time. In most of them this condition is from 
choice. From a purely practical point of view, 
however, it helps the work in the hospital. Chil- 
dren crave attention just as adults do and if not 
occupied, constantly interrupt the nurses with de- 
mands for this attention. The abnormal atmos- 
phere of the hospital is less apt to leave any per- 
manent impression on them if their day is filled 
with as nearly normal play and work as they en- 
joy at home. 








National Library of Peiping in Need of 
Scientific Literature 


Dr. T. L. Yuan, acting director of the National 
Library of Peiping, Kunming, China, in a letter 
dated December 9, 1938, advises that the Library 
has established an office at Kunming, Yunnan, 
China. The Library has been collecting books and 
journals in order to meet the intellectual needs 
of Chinese scholars in this hour of distress. As 
many of the universities and scientific institutions 
have been destroyed during the war, the need of 
scientific literature felt by Chinese scholars is 
especially urgent at the present time. 


The Library is attempting to build up a special 
Reprint Collection, and has requested the Ameri- 
can Hospital Association to ask its members and 
friends to lend a helping hand in the replenish- 
ment of the Library’s Collection by donations of 
books from American and Canadian authors, as 
well as reprints of articles which they have had 
published. They have asked that these donations 
be addressed to the International Exchange Serv- 
ice, Smithsonian Institution, Washington, D. C., 
which makes monthly shipments to China. 


HOSPITALS feels sure that our members and 
friends will be glad to comply with this request. 


-————— 


Your Hospital and Your Public 


The old Mark-Twainism, “Everybody talks 
about the weather but nobody does anything about 
it” may be likened to the idea of public relations 
in hospitals. For years this subject has had nods 
of approval from wide-awake superintendents. 
It is true many hospitals throughout the land 
have developed a system of publicity, and are 
enjoying splendid results—the great majority 
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approve of the idea but do nothing about it. This 
is perhaps due to the fact that they do not know 
how to organize a plan of procedure. 


For about eighteen months Foster G. McGaw, 
President of the American Hospital Supply Cor- 
poration, Merchandise Mart, Chicago, has in- 
cluded in his regular mail a personal letter offer- 
ing interesting and practical suggestions about 
public relations. His wide acquaintance in the 
field has brought him in contact with many ex- 
amples of successful hospital publicity. These 
letters actually give a rudimentary student’s 
course in hospital publicity. They are written 
with a warm enthusiasm, a genuine interest in- 
spired by friendliness—to help those whom his 
organization serves. It is entirely an altruistic 
gesture and a most commendable activity. It 
must win many friends for his organization. 


If you have not seen this series, write Mr. Mc- 
Gaw. We are sure he will be glad to send you a 
complete set. 


—_—_—_>—_—_— 


Central Council for Nursing Education 


The Annual Luncheon of the Central Council 
for Nursing Education will be held on Monday, 
February 13, in the Grand Ballroom of the Palmer 
House, Chicago. The speaker for the occasion will 
be Major Julia C. Stimson, President of the Amer- 
ican Nurses’ Association, and former Commander 
of the United States Army Nurses’ Corps. 


— te 


Kansas State Hospital Association 
The Annual Meeting of the Kansas State Hos- 
pital Association, which was set for May 3 and 4, 
has been postponed until fall, the definite date 
will be announced later. 
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Modern Facilities for Traditional Ceremony 
MAX ABELMAN 


Rooms of the Jewish Hospital of Brooklyn, 

New York, with murals by Joseph Margulies, 
world-renowned painter and etcher, will be 
opened for use following the formal preview by 
art critics, members of the clergy, directors, and 
_members of the institution. 

The Jewish custom of circumcision, according 
to Genesis, Chapter XVII, “Thou Shalt Keep My 
Covenant” was enjoined on Abraham and his 
descendants as a token of the covenant concluded 
with him by God for all generations. 

The institution has sought to make its new 
Brith Rooms both artistic and practical. 

The rooms, which are located on the ground 
floor of the recently renovated Abraham Abraham 
Maternity Building, represent a new departure 
in this country in the construction and decora- 
tion of hospitals having a religious connection. 


Te newly enlarged Brith (Circumcision) 


The suite includes two spacious attendance 
rooms and two smaller ones in which the cere- 
mony is actually performed. The latter are 
separated from the former by walls having large 
windows through which the family of the child 
may watch (Figure 2). This marks an advance in 
protection for the infant, who formerly was ex- 
posed to possible infection from those near him. 
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The actual Brith Rooms are equipped with the 
most modern apparatus, including wash basins 
with faucets which may be operated by the elbows 
of the mohel. 

The Joseph Margulies murals have been painted 
on the upper half of the walls of the two large at- 
tendance rooms, the lower half being painted a 
buff and lavender tint. The two are separated by 
a panel of walnut. 

Of the eight mural studies, only one pertains 
to the Brith ceremony itself. The others depict 
scenes from Biblical history, and Jewish types 
and motifs likely to be associated with the Brith. 
Those familiar with Mr. Margulies’ work will rec- 
ognize in these the enlargements of some of his 
most noted Jewish themes, the originals of which 
hang today in many United States museums. 


The Brith mural itself is of unusual interest 
inasmuch as it shows how far medicine has gone 
to make this religious ceremony safe for the 
child. There are four figures in the mural: the 
mohel, or performer of the Brith, two male mem- 


Figure 1 
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Entrance to the Brith Suite 


bers of the child’s family, presumably father and 
grandfather; and the infant himself, who is held 
on a cushion by the elder of his kin (Figure 1). 


Standing about the child, the three men are 
dressed in surgical white, and wear gauze masks 
covering their mouths and noses. The mohel, 
who holds a glass of sacramental wine, has his 
sleeves rolled to the elbow, indicating that he has 
taken the usual precaution of scrubbing, as sur- 
geons do before operating. The others also have 
scrubbed, making the whole scene scientifically 
accurate. The religious aspect is emphasized by 
the wearing of the skull-caps. 


An adjacent mural shows the child at his Bar 
Mitzvah, being blessed by a rabbi (Figure 1). The 
entire study is entitled ‘““As He Enters the Cove- 
nant, So May He Enter the Study of the Law.” 


Other scenes include Moses descending from 
Mount Sinai bearing the Ten Commandments 
(Figure 3) ; three elderly patriarchs studying the 
Torah (Figure 4); a rabbi blowing the shofar; 
an old man in meditation; a Hebrew teacher in- 
structing three students; the Ghetto grandmother 
(Figure 4) ; and several Hebrew types of varying 
ages. 


The presence of the mural depicting a modern- 
ized Brith ceremony among others dealing with 
Biblical and traditional subjects is calculated to 
show that medicine and religion can go hand in 
hand for the benefit of the child, and that scien- 
tific precaution is already considered orthodox. 
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First Year of Associated Hospital Service 
of Baltimore 


ROBERT O. BONNELL 


charged with the responsibility of draft- 

ing, organizing, and administering the 
Hospital Service Plan of Baltimore, are deeply 
appreciative of the opportunity of giving the 
Baltimore City Medical Society a report of our 
stewardship. 


M: ASSOCIATES and I, who have been 


The general hospitals in Baltimore were asked 
to subscribe $1,000 each to the corporation’s capi- 
tal funds to tide it over its preliminary stages, 
meet its operating expenses, and guarantee the 
payment of claims. This they did, and the cor- 
poration began operation with a contributed 
capital of $15,000. At no time was more than 
$5,900 of this capital needed. Since February of 
this year, we have earned back all of our starting 
capital and have accumulated an earned reserve of 
approximately $12,000 (as of September 30, 
1938). In the absence of some unforseen contin- 
gencies, we will be able, during the coming year, 
to return to member hospitals their entire con- 


tribution to our working capital. 


Preliminary Negotiations 


After studying the existing Maryland law and 
hospital service legislation in other states, a group 
representing the Baltimore City Medical Society, 
the hospitals, and a few invited laymen, secured 
the passage of the necessary legislation to estab- 
lish a hospital service plan in Baltimore. The or- 
ganization was incorporated in the spring of 1937 
and, after conferences with Dr. C. Rufus Rorem 
of the American Hospital Association, we came 
to the final stage of the formation of the corpo- 
ration, that is the preparation of the Membership 
Certificate and the specific agreements with hos- 
pitals. 


It was quite obvious to the Board of Directors, 
after their studies and their conferences with the 
experts in the field, that the adoption of any Plan 
which attempted to change established hospital 
practice in Baltimore could not hope to succeed. 
We were convinced that we must accept conditions 
as they were,—conditions with which the public 
generally was familiar. 


We were offering hospital service to the public 
at large. It must include all the services for 
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which hospitals normally charge their patients. 
The public has every right to believe that the 
principles which had long been established in the 
majority of the general hospitals in Baltimore 
would continue to apply. 


While we recognized that in a few American 
cities, policies might differ from those prevailing 
in this city, we were required to adapt our Plan 
to the prevailing practices in Baltimore. To that 
philosophy, we have rigidly adhered. 


Cooperation of Physicians 


The lay members of the Board realized that the 
success of the Plan would very largely depend 
upon the patient’s personal physician, and every 
effort had to be made to assure the soundness and 
the acceptability of the Plan to the vast majority 
of the medical profession. 


Our experience thus far indicates that there 
has been no marked tendency on the part of phy- 
sicians to order hospital care unnecessarily. This 
is important, because our present method of oper- 
ation, makes it necessary for us to rely solely 
upon the patient’s personal physician to determine 
whether or not hospital care is necessary. In so 
far as our subscribers are concerned, we have 
virtually placed a blank check in the collective 
hands of the members of the medical profession. 
However, we have had ample evidence that they 
are thoroughly alive to the important part they 
play in this community enterprise, and it is not 
too early to hazard the opinion that with their 
continued cooperation, the availability of hospital 
care to subscribers will eventually reflect itself, in 
a general improvement in Baltimore’s health level. 


Neither is it too much to hope that if poten- 
tially serious disorders are corrected in their early 
stages, the total amount of hospital care used over 
a long period will not be appreciably greater. 
It is this latter phase of group hospital service 
which elicited the interest of the lay members of 
the Board, particularly, and gained for the en- 
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deavor in Baltimore, the wholehearted support of 
the Council of Social Agencies — representing 
practically every worth-while welfare organization 
in Baltimore and which has made it possible for 
us to enjoy the whole-hearted support of the 
Press. Without the latter’s intelligent and en- 
thusiastic cooperation, the plan could not have 
had such wide acceptance in Baltimore in its first 
year. 


However, even the press and the helpfulness of 
the medical profession would have been impo- 
tent, if the Plan itself had not been made accept- 
able to the general public and to our subscribers 
in particular. 


Radiology Service Included 


It has long been the custom in Baltimore for 
the charges for certain services, such as radiology, 
to be included in bills rendered to patients by 
hospitals. As I understand it, this custom grew 
primarily out of the fact that in order to render 
such services, a heavy capital investment was re- 
quired. A private practitioner could rarely af- 
ford to make such an investment. Furthermore, 
these services are needed frequently by acutely ill 
patients in hospitals. Even though such services 
require professional skill of the highest degree, 
the public in Baltimore has become accustomed to 
receiving its bill for these services on the hospi- 
tal bill-head and such services are, therefore re- 
garded by the: patient as hospital services. 


Almost all hospitals in Baltimore provide the 
special services to their patients through various 
agreements with the professional men who ac- 
tually perform them. Consequently, when we 
made agreements with hospitals and subscribers, 
those agreements naturally included all services 
for which hospitals normally bill their patients. 
The subscribers had a right to expect this from 
any honest hospital service plan. If this situation 
is not satisfactory to the professional men con- 
cerned, the objection must apply to all hospital 
patients, and not merely to those of the hospital 
service plan. 


So, as long as ordinary hospital patients are 
billed for radiology and similar services by hos- 
pitals, such services must be provided also to hos- 
pital service plan patients. If the existing agree- 
ments between radiologists and the hospitals are 
not satisfactory, the fault does not lie with the 
hospital service plan. As an organization, we can 
take no part in a discussion of this question. That 
is a matter for the radiologists and the hospitals 
to settle. 


The object of radiologists may be recognition 
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of their status as consultants to the attending phy- 
sicians. If they are desirous of entering into the 
private practice of medicine on that basis, I would 
like to make this observation. Under the present 
system of rendering services to hospital patients, 
radiologists have a virtual monopoly in the indi- 
vidual hospitals. Were they to change their status, 
charge fees to patients, and attempt to collect those 
fees as do other consultants, hospitals would have 
difficulty in justifying the continuance of a monop- 
oly to a particular radiologist. 


Perhaps this whole discussion can be crystal- 
lized in the statement that the provision for radio- 
logical and other medical services which have long 
appeared on hospital bills, can only be changed 
by the professional man concerned and the hos- 
pital with which he has relations. There should 
not be, nor can there be, any distinction as to the 
kind or quality of services rendered to hospital 
service plan patients and those for which any 
other patient is normally billed by the hospital. 


Before leaving this general subject, there is one 
more point I would like to make very clear to each 
of you. Under the terms of the Hospital Service 
Plan’s agreement with its subscribers, the serv- 
ices of hospitals are not made available to any 
type of patient other than bona-fide hospital in- 
patients admitted for treatment by their physi- 
cian. This, of course, precludes any interference 
with the diagnostic practice of private practi- 
tioners serving ambulatory patients. 





Importance to Hospitals 


There is another group which perhaps is the 
most vitally concerned with the sound operation 
of the Hospital Service Plan. That group is com- 
posed of member hospitals. Their interest in the 
Plan is, as I see it, two-fold. Primarily, they are 
concerned with the possibilities the Plan offers 
for making hospital facilities available when 
needed, rather than when they can be afforded. 
I am told by those who handle admissions of pa- 
tients to hospitals that we are meeting this need 
admirably. Certainly, the hundreds of letters we 
have received from subscribers who have already 
been patients, indicate this is true. 


The hospitals also have a secondary interest— 
a financial one. We find that many patients, who 
would otherwise have been pay or part-pay 
“ward” patients, are being cared for in semi-pri- 
vate accommodations. Likewise, there are pa- 
tients who would normally have taken semi-pri- 
vate accommodations, who are now able to af- 
ford private room accommodations. Then there 
is a third class composed of those who could not 
have afforded hospitalization at all except in free 
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wards, who now have the privilege of full hos- 
pital care as semi-private room patients. 


Furthermore, many patients having been re- 
lieved of their hospital charges, are able to make 
some payment to the doctor, which would other- 
wise not have been pnossible—or they are able to 
pay their doctor biils promptly and without any 
great hardship. To the extent this is true, mem- 
bers of your society benefit directly from the oper- 
ation of the Hospital Service Plan. 


In some cities, the possibility of providing both 
ward and full private accommodations under the 
Hospital Service Plan has been considered. The 
furnishing of complete private room service would 
seem to offer little difficulty. However, most of 
Baltimore’s wards are “closed,” and physicians 
are not permitted to accept fees for patients 
treated in them. It would, therefore, appear that 
any low cost program for ward care should be 
entered into very cautiously, if at all, and should 
not be adopted unless the interests of the medical 
profession treating these patients gratuitously are 
adequately protected. 


Attitude of Employers 


The Plan must be acceptable not only to the 
medical profession, the hospitals, and the public, 
but it must, of course, be acceptable to employers. 
It is a source of satisfaction to know that in less 
than.a year, we have already enlisted the active 
cooperation of more than 425 of Baltimore’s most 
responsible employers. They have not only un- 
dertaken to explain the Plan to their employees 
and encourage them to join, but they are trans- 
mitting to us the monthly subscriptions of their 
employees. This, in larger companies, involves, 
as you can imagine, some work. Some employers 
have gone still further and have paid for member- 
ships in the Plan for their employees. 


It is imperative that we continue a program of 
education to enlist the sympathies of an increas- 
ing number of employers. In this program of 
education, the medical profession, because of the 
respect and esteem in which its members are held, 
can be of inestimable value to the Plan. If you 
will encourage its adoption by business execu- 
tives with whom you have social or professional 
relations a number of very desirable avenues of 
service will be opened. 


No undertaking can hope to realize its poten- 
tialities without competent and experienced man- 
agement. The members of the Board of Hospital 
Service spent several months searching for just 
the right man to assume the active direction of 
that corporation and were fortunate in persuading 
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J. Douglas Colman to leave the community in 
which he had successfully pioneered in group hos- 
pitalization to become the executive director of the 
Baltimore Plan, September, 1937. The Board 
made no mistake, and I believe it is now safe to 
say that Mr. Colman has no reason to regret hav- 
ing accepted our invitation. 


Responsibilities of Hospitals 


Now just what does the Hospital Service Plan 
agree to do? What does it charge? What prog- 
ress has it made in its first year of operation and 
what are its prospects? 


In return for the per diem payments which we 
make to member hospitals, they agree to provide 
our subscribers with complete service in semi- 
private accommodations for twenty-one days at 
no cost to the patient. If the patient desires a 
private room, he is required to pay to the hos- 
pital the normal charges for such service less a 
$5.00 per day credit on the room rate and a 50 
per cent discount on so called “extra charges.” 
The per diem payment by the Plan to the hospital 
is uniform to all hospitals and for all types of 
cases. 


To protect the public, the law requires that hos- 
pitals agree to render this service to any enrolled 
subscriber for at least one year from the date on 
which the hospitals signify their intention to drop 
their membership in the Plan. To protect the 
hospitals, the contracts, reserves, and operations 
of the Plan must be approved by the Commis- 
sioner of Insurance. 


In order to insure proper distribution of risks, 
the Plan, during the first year, has made its serv- 
ices available only to groups of employed peo- 
ple and their dependents, and then, only if at 
least one-third of any particular group ap- 
plies for admission. No physical examination 
is required, but the applicant must state that he 
does not have any knowledge, at the time he makes 
his application, that he is in need of hospital 
treatment. This provision is only used to pro- 
tect the funds of the Corporation from unprinci- 
pled abuse. In the last analysis these funds be- 
long to subscribers and the only function of man- 
agement is to see that they are used equitably in 
the interests of the greatest number of subscrib- 
ers. 


A non-profit Hospital Service Plan differs in 
its basic philosophy from forms of insurance 
which are apparently similar. Since the Board 
of the Hospital Service Plan has no financial stake 
whatsoever in its success, and since the employed 
personnel are paid only salaries fixed by the 
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Board, our only real interest is to make hospital 
care available, as contrasted with the natural de- 
sire of a profit making organization to pay only 
such claims as can be fully and technically sup- 
ported by those they have insured. Were we to 
take advantage of technicalities and disallow re- 
quests for care and thus build up an unnecessarily 
large reserve, there is nothing we could legally 
use that money for except to increase our benefits 
to subscribers or to decrease our future subscrip- 
tion charges. The advantages of the non-profit 
plan in this respect are too obvious to need fur- 
ther explanation. 


Rates and Benefits 


Any employed person, his or her spouse, and 
their children under the age of nineteen and over 
the age of three months, can be covered. The cost 
to the employed applicant is 75 cents per month; 
for the husband and wife, $1.50 per month; for 
an entire family, including the applicant, the 
spouse, and all children under the age of nine- 
teen and over three months, $2.00 per month. An 
individual membership entitles that subscriber to 
21 days of hospital care, and the family member- 
ship entitles each member of the family to 21 
days of hospital care in any member hospital of 
his own choosing. 


The subscriptions of members are payable 
monthly, quarterly, semi-annually, or annually in 
advance either by the employer or in some ex- 
ceptional cases, through approved group treas- 
urers. It was our hope that during the pioneer- 
ing period, we could limit service to employed 


groups of not less than ten. However, the de- 
mand has been so great from smaller employed 
groups that we are accepting as few as three 
members from groups, provided those three rep- 
resent 75 per cent of the employees. 


Obstetrical Service Considered 


Obstetrical care is the only type of in-patient 
care normally rendered by general hospitals not 
now available to Plan subscribers. Some Plans 
have included this type of care and we are watch- 
ing their progress with interest. Perhaps we 
should explain why the Baltimore Plan has, up 
to the present time, refused to accept obstetrical 
cases. Our study of the statistics available 
throughout the United States has led us to the 
conclusion that this phase of hospital service cov- 
erage is rather expensive from the standpoint of 
the membership as a whole. The records indi- 
cate that a comparatively small percentage of the 
membership will receive any benefits from such 
a coverage and that the cost of this coverage is 
at least $1.37 for each man, woman, and child each 
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year, assuming no adverse selection. Then, too, 
the theory of hospital service coverage is pri- 
year, assuming no adverse selection. Then, too, 
the theory of hospital service coverage is pri- 
marily concerned with taking care of those who 
have had no warning that they will require hos- 
pitalization and could not, therefore, anticipate its 
costs in their budgets. This is not true with 
obstetrics. 


If the experience of those hospital service plans 
which have included obstetrics as a part of their 
service, indicates that the Baltimore Plan can 
safely inaugurate such coverage without jeop- 
ardizing the interests of a large majority of our 
members and without placing too great a burden 
upon them, obstetrics will be included. The di- 
rectors of the Hospital Service Plan keep con- 
stantly in mind that they are the trustees in this 
non-profit association, and their duty is dis- 
charged only when they have made sure that the 
interests of their subscribers, their member hos- 
pitals, and the medical profession have been prop- 
erly safeguarded, within, of course, limitations 
placed around the association by the Insurance 
Department. 


Present Membership 


Approximately 27,500 persons are now being 
protected (September, 1938). Of these, about 
11,000 subscribed are individual employed per- 
sons, about 5,500 are employees and their spouses, 
and about 11,000 subscribed are employees: and 
members of their families—of which about 5,000 
are children under 19 years of age. The employed 
subscribers represent 426 different Baltimore em- 
ployers as widely different as the Bull Steamship 
Company and the Bryn Mawr School. 


As many of you know, it has in the past, been 
difficult to obtain such accurate data concerning 
the incidence of various types of hospitalized ill- 
nesses because of the difficulty in defining the 
group from which these hospitalized cases came. 
With the help of the Municipal Department of 
Health and the Johns Hopkins School of Hygiene, 
we are trying to compile our data so that some 
worth-while information concerning hospital mor- 
bidity may come from our experience. 


Hospitals are paid a flat per diem rate for car- 
ing for Hospital Service Plan subscribers, yet it 
is interesting to note that the normal charges 
which hospitals would have billed our patients up 
to August 1, 1938, amounted to slightly more than 
$50,000—whereas, the total moneys which the 
hospitals received from the Hospital Service Plan 
and directly from those patients taking private 
rooms, is almost exactly equal to the total normal 
charges. As a matter of fact, it exceeds the nor- 
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mal charges by $84.00. Interpreting these figures, 
we find that not only have more than one thou- 
sand patients been relieved of the necessity of 
paying hospital bills but that the hospitals have 
been assured of the prompt payment of these bills 
with no collection effort on their part. 


Possible Extension of Benefits 


I have discussed a few of our hopes and plans 
for the future. If our experience continues as 
favorable as it has thus far, we may be able to 
consider additional services to our subscribers. 
These might include a few more days of hospital 
care or obstetrical care, or some small reduction 
in the subscription cost. We are already working 
on a plan to extend coverage in certain instances 
to individuals not members of any group. 


It has been a source of considerable satisfac- 


tion to the members of the Board to know that 
our operating costs have been kept at an irreduci- 
ble minimum. During the past month, only 12 
per cent of the income of the organization was 
used for operating expenses. 


The extension of benefits largely depends upon 
the success of our program in enrollment among 
members of employed groups. There are at least 
300,000 persons in the metropolitan area of Balti- 
more alone, whose income level makes it possible 
for them to afford the benefits of the Hospital 
Service Plan and we hope that within a few years, 
at least half of these will be enrolled. 


The subscribers to the Hospital Service Plan 
constitute the largest single group in the com- 
munity which have an expressed personal interest 
in health matters. We should use our contacts 
with them to build a real appreciation of the pres- 
ent organization structure of the healing arts. 





The Gray Ladies 


“Gray Ladies” units have been set up by the 
American Red Cross as a part of its volunteer 
hospital and recreational service. These young 
ladies, in preparing themselves for membership 
in these units, together with many other require- 
ments, have to complete a fifteen-hour course 
conducted by the professional staff of a recog- 
nized hospital. 


The “Gray Ladies” have a distinctive uniform 
of gray dresses and chiffon veils which identifies 
them from uniformed employees of other services 
in the hospital. 


The “Gray Ladies” pledge themselves to give a 
minimum of fifty-two hours of service a year. 
The services include reading to patients, shop- 
ping for them, and rendering any other non-pro- 
fessional aid. Among the other duties are han- 
dling of correspondence for patients, providing 
lectures, musicals, and theatricals, arranging mo- 
tor drives for convalescents, and other duties 
helpful to both the patient and the hospital of- 
ficials. 


The “Gray Ladies” were first established in 
the Walter Read Hospital, Washington, D. C. 
Units are now being trained in various hospitals 
throughout the country. On January 11, the Me- 
norah Hospital, Kansas City, Missouri, graduated 
its first class of twenty-two young ladies, the first 
“Gray Ladies” unit established in the middle west. 
The Unit is designed as the Lottie E. Hurd Unit, 
in tribute to the memory of the late Mrs. Hurd 
who was the first chairman of the hospital recre- 
ational service of the Red Cross in Menorah 
Hospital. 
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A Case Where Industry Catches Up 


with Science 


We are told that philosophers come nearest to 
the perfect concept of truth. Science is constantly 
laboring to prove the concepts of the philosopher. 
Observation shows that science has progressed so 
far into the frontiers that medicine, industry, and 
commerce will be scores of years catching up. 
Every once in a while a manufacturer comes along 
with an idea which is seemingly based upon the 
direct application of the best science has to offer. 
By taking thought, using the new materials and 
the new methods developed by research and in- 
vention, old services are transformed and an 
entirely new order established. 


In broad terms, that is what the Scanlan-Morris 
Company of Madison, Wisconsin, has done with 
SterilBrite Surgical Furniture. 


The results of their studies of the operating 
room and delivery room is convincingly portrayed 
in a new catalog just issued. Duralumin tubing 
skillfully handled has been applied to all the 
furniture used in surgery with results that will 
engage your interest because of its beautiful ap- 
pearance, its aid to aseptic technique, and the 
simplification of maintenance. 


a 


Milwaukee Hospital Chapel 


A photograph of the Chapel of the Milwaukee 
Hospital, Milwaukee, Wisconsin, is shown on the 
fourth cover of this issue. 
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Legal Decisions of Interest to Hospitals 


ES upon court decisions which affect hos- 
pitals, or where the hospital was a party 
to the litigation. 


Oregon 
Hospital Liable For Improper Use of Drug 


Derrick v. Portland Eye, Ear, Nose and Throat 
Hospital, 105 Or. 90, 209 P. 344 


Suit was begun on behalf of a minor to recover 
damages of the defendant for causing the loss of 
sight in one eye. It appeared that an operation 
had been performed, and that the results were 
good. As part of the treatment the attending 
physician prescribed the application of atropine. 
A nurse made the mistake of applying eserine, 
which caused the loss of sight. A judgment in 
favor of plaintiff was affirmed. 


In holding defendant liable the court employed 
this language: “Before a recovery can be had in 
this case, the plaintiff must prove by some affirm- 
ative evidence that defendant was negligent, and, 
further, that the negligence of the defendant 
caused injury to him. The naked fact that the 
wrong drug was applied to the patient’s eye by 
the nurse is insufficient proof upon which to base 
a recovery. In addition thereto, there must be 
some affirmative evidence adduced, showing that 
the drug negligently administered produced the 
injury complained of... . 


“The record fairly shows that the defendant 
hospital, by its nurse, applied to the patient’s eye 
a drug called eserine instead of the drug known 
as atropine, as prescribed by the physician. 
There is expert testimony to the effect that eser- 
ine, when applied to the eye, is a harmless drug if 
the eye is in proper condition. However, the ex- 
perts uniformly testify that the effect of eserine 
is to contract the pupil of the eye; likewise, that 
the effect of atropine is to expand the pupil.” 


Under such state of the proofs there was suffi- 
cient evidence to go to the jury on the question 
whether the defendant was guilty of negligence, 
and upon an examination of the record, if there 
is evidence tending reasonably to support the 
jury’s determinations, then its verdict must stand. 


———— 


Hospital Held Not Liable For Burns 
Dittert v. Fischer, 148 Or. 366, 36 P. (2d) 592 


This was a contract action, by a nurse who was 
engaged in operating a private hospital, to recover 
the value of services rendered to defendant while 
the latter was a patient in plaintiff’s hospital. 


February, 1939 


@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








Defendant filed a counter-claim wherein he sought 
recovery of $1,000 damages for personal injuries 
alleged to have been suffered from the application 
of a heating pad to certain dressings on his leg. 
Plaintiff had a judgment which was affirmed on 
this appeal. 


The evidence was that defendant had been in- 
structed in the proper use of the heating pad, and 
that he had used it for three days without burn- 
ing himself. It was also shown that the injury 
occurred while the patient was asleep, he having 
put the pad on his leg, and having set the switch, 
or control. The patient did not adduce any evi- 
dence as to any particular acts of negligence on 
the part of plaintiff. Likewise, there was no proof 
that the heating pad was defective. 


The defendant urged that the doctrine of res 
ipsa loquitur applied. In other words, he con- 
tended that merely because he had been burned 
by an instrumentality belonging to the plaintiff, 
he had made out, prima facie, a case for recovery 
on his counter-claim. Answering this, the court 
said: “The doctrine of res ipsa loquitur is only 
available when the instrumentality causing the 
injury complained of is entirely under the control 
of one against whom the charge of negligence is 
made. ... There is no claim made that appellant 
was not in full possession of all his mental facul- 
ties all the time he was in the hospital. Nor is 
there any claim that he was not entirely capable 
physically to turn the switch on or off. He testi- 
fied that he did manipulate the electric switch 
many times during the first three days he was in 
the hospital. The instrumentality (the electric 
current) which caused his alleged injury was 
under his control at least the same extent as it 
was under control of plaintiff.” 


—_————. 


Pennsylvania 
Detention of Patient 


In re Carlsen’s Petition, (D. C. Pa.), 130 Fed. 
279. 
The petitioner, Carlsen, was a subject of Nor- 
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way, and had shipped upon a British vessel. 
While his ship was in port at Philadelphia, 
Carlsen received injuries which required hos- 
pitalization, and was admitted to St. Agnes Hos- 
pital. After a time he sought his discharge so 
that he might institute legal proceedings against 
the vessel. The hospital authorities refused his 
release upon the ground that he had been placed 
in the hospital at the instance of the British con- 
sul; that they could not release the patient unless 
they first had authorization from the consul. 
Thereafter Carlsen sued out a writ of habeas 
corpus whereby he sought to compel the Mother 
Superior to discharge him from the hospital. 


The return made to the petition set up the fact 
that Carlsen was an alien; that to release him 
would be to violate the immigration laws, and 
that his release might work injury to his health. 
Of this the court said: “It is clear that the 
respondent’s return sets up no legal justification 
for interfering with the relators’ liberty. If he 
desires to leave the hospital, he has the right to 
do so, no matter how imprudent the step may be, 
nor how his health may be affected thereby, and 
although the British consul may disapprove. . . It 
is therefore ordered that the relator be discharged 
from confinement in the St. Agnes hospital; but, 
in order that the commissioner of immigration 
may be enabled to take such steps as he may be 
advised are desirable, it is also ordered that the 
hospital authorities give him 24 hours’ notice of 
the time when the relator will be set at liberty.” 


——<-—___ 


Liability for Negligence of a Nurse 


Gable et al. v. Sisters of St. Francis, 227 Pa. 
254, 75 Atl. 1087. 


Plaintiff and her father sued defendant to re- 
cover damages for personal injuries caused by the 
escape of water from a hot water bottle, resulting 
in severe scalds to the patient. Plaintiff had been 
admitted as a pay patient, and the burns were 
received while she was unconscious, following an 
operation. A judgment in favor of the plaintiffs 
was received. 


Defendants’ hospital had been incorporated as 
a charitable institution. There was no question 
whether it was nominally or factually a charity, 
for the proofs were ample to show that defendant 
practiced charity. Therefore, the court com- 
mented: “It is a doctrine too well established to 
be shaken, and as unequivocally declared in our 
own state as in any other, that a public charity 
cannot be made liable for the tort of its servants. 
The doctrine rests, fundamentaily, on the fact 
that such liability, if allowed, would lead inevi- 
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tably to a diversion of the trust funds from the 
trust’s purposes...” 


“..It is insisted, however, that the reason for 
the rule does not obtain in this particular case, 
since the appellees have filed a paper in the court 
below disclaiming any right of execution against 
any fund of the defendant corporation held for 
charitable uses and all income of said corporation 
other than that received from pay patients; and 
have asked that the verdict be paid out of funds 
derived from pay patients only. The argument 
overlooks the fact that every dollar received by 
the defendant corporation, from whatever source, 
is stamped with the impress of charity. For what 
did these plaintiffs pay? For accommodations 
which the hospital was enabled to provide through 
the use of money charitably donated to it. The 
room, the bed, the furnishings and conveniences 
for which the plaintiff paid are all of them the 
direct and immediate product of the voluntary 
donations it received. It follows that the money 
that the hospital receives from its pay patients 
is as strictly the increment of the charitable 
donations it has received as would be the interest 
on the money given it if invested on loan. If any 
profit results from this source, it can only be 
regarded as incidental addition to the trust fund 
or income...” 


een 


Liability for Death of Patient 
Paterlini et ux. Vv. Memorial Hospital Ass’n of 
Monongahela City, et al., (D. C. Pa.), 282 Fed. 
359. 


This action was brought against the hospital 
and its trustees to recover damages for negli- 
gently causing the death of plaintiffs’ son by the 
administration of poison. Defendants filed a 
demurrer to the complaint, which demurrer was 
sustained. The Circuit Court of Appeals, Third 
Circuit, reversed the order of the District Court, 
and remanded the case, saying: “The averred 
negligence of said hospital and the said individ- 
uals consisted in keeping a certain poison ‘in 
such circumstances as to allow a nurse, whether 
careful or negligent, to make a mistake,’ and ‘in 
so conducting the process of removing the activi- 
ties of the same hospital from one building to 
another as to make such mistake possible,’ and 
‘in the employment of persons charged with the 
direct management of the said hospital and espe- 
cially of those charged with the duty of said re- 
moval,’ and in ‘failing to provide for the said 
patient’s safe environment for his care.’ The 
allegation is that the joint negligence of said 
corporate defendant and said individual defend- 
ants caused the injury complained of. The action 
is not based on any alleged negligence of the 
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nurse who administered the draft to said patient. 
In view of the allegations of the pleadings and of 
the fact that the questions involved in this case 
so closely concern the administration of charitable 
foundations in Pennsylvania, we are unwilling to 
pass upon the liability of such institutions and 
their trustees for negligence, until by the proofs, 
rather than from the uncertain averments of 
pleadings, we are precisely informed of the facts 
upon which our judgment should rest. ..We deem 
it the exercise of wise discretion to overrule the 
demurrer and allow the proofs to be placed on 
record before the case is received by this court.” 


Upon a trial of the issues, a judgment was en- 
tered in favor of defendants, (241 Fed. 429), and 
plaintiffs appealed. The judgment in favor of 
defendants was affirmed, the Circuit Court of 
Appeals following the law of Pennsylvania, (247 
Fed. 639)., 


It appeared that a student nurse administered 
a poison to plaintiff’s son, thinking that it was a 
salt cathartic. There being no proof of negligence 
on the part of the officers or trustees, the question 
arose whether defendant hospital could be held 
liable for the negligence of a nurse. 


The court referred to the Gable Case, saying: 
“The founders and donors have had the solemn 
sanction of the state’s most authoritative court 
that on such public charities: should not be im- 
posed legai liability for the negligence of those 
employed to administer them. Freedom from 
such liability wronged no one, because no one 
was bound to accept of their helpful service, and 
it was no injustice to couple with the voluntary 
enjoyment of such service, judicially decreed free- 
dom of the charity from liability for negligence. 
...Whatever may be the grounds for their con- 
clusion, the Pennsylvania decisions and those in 
accord therewith, have adjudged two things, 
namely, that hospitals and the like are public 
charities; and, secondly, that the law does not 
impose liability on such charities for negligence 
of an agent in administering such charity to bene- 
ficiaries...Whatever the reasoning process by 
which it is reached, the conclusion commends it- 
self to us. 


“The many accidents resulting from the indus- 
trial pre-eminence of Pennsylvania, have called 
into being hospitals in every section of the state. 
Those hospitals have in turn inspired large pri- 
vate and state benefactions, and have called into 
their directorship the most efficient, careful, and 


thoughtful men and women. The outcome has 
been that for one patient injured by a nurse’s neg- 
ligence, thousands have had a degree of solicitous 
care far in excess of a legal standard of mere 
duty. The unselfish aims of charities, the high 
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grade of thoughtfully careful people whom the 
very nature of such charities enlist in their ser- 
vice, the voluntary act of recipients in seeking 
their aid, the comparatively few cases in which 
nurses have proved negligent, all unite to vindi- 
cate the far-seeing wisdom of the earlier deci- 
sions of Pennsylvania which refuse to impose 
liability on a hospital for the negligence of a 
nurse, and we see no reason why this court should 
depart from, and every reason why it should 
abide by, this ruling, of the Pennsylvania courts.” 


aecalliaenioies 


Rhode Island 


Liability for Negligence of an Intern 

Glavin v. The Rhode Island Hospital, 12 R. I. 
411. 

Plaintiff, a pay patient, sued for damages on 
account of the alleged negligence of an intern. 
The basis of the action was the supposed negli- 
gent treatment of an injury to the patient’s 
hand, resulting in gangrene and consequent am- 
putation of the arm near the shoulder. The trial 
court directed a verdict in favor of the defend- 
ant; however, the Supreme Court of Rhode Island 
granted a new trial. 


It appeared that the intern in question was un- 
able to ligate the arteries of the arm, and to pre- 
vent hemorrhage, he applied a tourniquet, which 
was used for some seventeen hours until a sur- 
geon was summoned. 


Defendant relied principally upon the fact of 
its being a charitable institution. 


The Supreme Court said: “It is quite conceiv- 
able that a corporation might not agree to do 
more than furnish hospital accommodations, leav- 
ing the patient to find his own physician or 
surgeon. In such a case the corporation would 
plainly not be liable for the torts of the physicians 
or surgeon; for in such a case they would not be 
its servants and it would not have assumed any 
responsibility in their selection. But that is not 
the case. Here the physicians are selected by the 
corporation or the trustees.” After considering 
some of the authorities, the court said: “In view 
of these later decisions the question here is, 
whether a charitable corporation, like the Rhode 
Island Hospital which holds its property for the 
charity, is more highly privileged than a corpora- 
tion created for public purposes, which holds its 
property for such purposes; whether, in fact, 
because it holds its property for the charity it is 
relieved from all responsibility for the torts of 
its officers, trustees, agents, or servants. We 
have come to the conclusion, after much consid- 
eration, that it is not. We understand the doc- 
trine of the cases which we have just been con- 
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sidering to be this: that where there is a duty, 
there is, prima facie at least, liability for its 
neglect; and that when a corporation or quasi 
corporation is created for certain purposes which 
cannot be executed without the exercise of care 
and skill, it becomes the duty of the corporation 
or quasi corporation to exercise such care and 
skill; and that the fact that it acts gratuitously, 
and has no property of its own in which it is 
beneficially interested, will not exempt it from 
liability for any neglect of the duty, if it has 
funds, or the capacity of acquiring funds, for the 
purposes of its creation, which can be applied to 
the satisfaction of any judgment for damages re- 
covered against it. . . Indeed, we cannot see why 
these funds are not as applicable to the payment 
of damages for tort as to the payment of counsel 
for defending an action for such damages. Both 
payments are to be regarded as incident to the 
administration of the trust.” 


It is understood that since the rendition of this 
opinion, the legislature of Rhode Island saw fit to 
exempt the Rhode Island Hospital from liability 
for negligence. 


en 


Liability for Negligence of an Employee 


Basabo Vv. The Salvation Army, Inc., 35 R. I. 22, 
85 Atl. 120. 


The plaintiff brought this action to recover dam- 
ages for the death of his minor daughter, caused 
by the negligence of a servant of defendant, a 
charitable corporation. 


It was held that although defendant was a char- 
itable corporation, it would still be liable for in- 
juries to third persons, i.e., persons not benefi- 
ciaries of the charity, caused by the negligence of 
its employees. Here, the negligence concerned 
the handling of a team of horses. It was further 
held that the fact that defendant had exercised 
reasonable care in the selection and retention of 
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the employee would make no difference on the 
question of liability. 


The Rhode Island court conducted an extended 
examination of the authorities before reaching 
its decision, which was couched in this language: 
“In view of the principles above set forth, this 
court is of the opinion that both upon reason anc 
upon authority, so far as the cases directly appl; 
to the case at bar, the defendant corporation, al- 
though it is a charitable corporation, is liable, as 
any other corporation, for injuries to third person 
caused by the negligence of its servants and agents 
in the care and management of its horses and 
teams while employed for its purposes, even 
though it is not shown or alleged that there has 
been any lack of care or diligence on the part of 
the defendant in the selection or retention of such 
servants or agents. We believe that public policy 
does not require any such exemption from liability 
as is claimed by the defendant in this case, but on 
the contrary, that such exemption would be con- 
trary to true public policy. We are clearly of the 
opinion that the true legal relation of master and 
servant existed between the defendant and the 
drivers in its employ at the time oi the alleged 
injury;...and so also would his master be liable 
for his torts and negligence while in the service 
of the master as in any other case. It would, in 
our opinion, be manifestly unjust and contrary 
to public policy to hold that a person run over and 
injured on a public highway by a horse and wagon 
belonging to the defendant and driven by the de- 
fendant’s servant, would not be entitled to recover 
against the master, but could only recover against 
the negligent servant; while a person injured un- 
der similar circumstances by the servant of an 
expressman, or the driver of a cab belonging to 
a liveryman, would be allowed to recover against 
the master. There is no reason or logic in the at- 
tempted distinction between the servant of the 
defendant and the servant of any other person 
or corporation.” 





Air Conditioning Increases lonization of Atmosphere 


Besides increasing the number of ions, the bal- 
ance between positive and negatively charged par- 
ticles in the atmosphere is changed, the report, 
prepared by F. Behounek of the State Radiologi- 
cal Institute of Prague and J. Kletschka of the 
Prague Municipal Electric Works, declares. 


Though no study as to what this does to people 
working in such an atmosphere has been under- 
taken, “permanently increased ionization of air 
in an air conditioned building may have a certain 
physiological influence,” the scientists indicate. 
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Open air contains 300 positive ions per cubic 
centimeter and 260 negative ions, while air in the 
middle of an air conditioned room contains 775 
positive ions and 895 negative ions per c. c., the 
two scientists have learned. 


The number of negative ions within the air 
conditioning apparatus is much higher, they peint 
out, but the bulk of these are absorbed by the 
walls, thus almost restoring the balance. 

Nature, Nov 26, 1938, as reported in Science 
News Letter, Dec. 10, 1938. 
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Bituminous Coal in the American Hospital 
C. A. REED 


minous coal is mined on a large scale in 

twenty-eight states of the Union and it is 
therefore available in every state with relatively 
short transportation. There has never been a 
shortage of coal from a mining standpoint and 
geologists advise us there will not be for as long 
a time as you are interested in the design of power 
plants for present-day hospitals. In fact, there is 
over a 2,000 years’ supply. 


[’ IS, of course, common knowledge that bitu- 


In coal producing areas the types of coal vary 
as to analysis and burning characteristics. I will 
discuss these later. Its value, however, is inherent 
and it can be economically used with proper equip- 
ment, maintenance, control, and personnel. 


Since bituminous coal has been one of the ever- 
lasting causes of industrial supremacy in the 
United States, there is little reason to believe its 
value has changed or a substitute has been found. 
I read very frequently the comments of the repre- 
sentatives of foreign countries, remarking on the 
fact that we are over-endowed with the best coal 
and great stores of iron ore, these two making us 
the envy of all other nations. 


Coal-Tons Consumption Per Bed 


A hospital, like any other user of coal, may 
have a high gross cost, twelve or fourteen tons 
of coal per bed per year because of low efficiency 
and relatively high maintenance, but by continu- 
ous investigation and requests to the directors for 
proper equipment for the engineering department, 
it can have lower gross costs. I have been advised 
that even some of the smaller institutions are 
using below the average of 10 tons per bed per 
year. 


One rather old power plant which was hand- 
fired had its superintendent almost snowed under 
by automatic fuel equipment salesmen. The chief 
engineer finally decided that if 11,000 tons of coal 
were required for hand firing there should be 
merit in automatic coal burning equipment. After 
one year’s operation he proved his judgment was 
right. Fifty-five cents less per ton on the coal 
price and twenty-six per cent less coal! It took 
three years to pay for the equipment, but this 
did not consist of firing equipment only. He got 
a reliable set of meters which kept the efficiency 
where it belonged. It was done, of course, mostly 
by the firemen, but the automatic controls pur- 
chased did a great job of helping them. I talked 
to the superintendent about two years after the 
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chief engineer “talked her into all of those extra 
gadgets,” as she called them. She believes now 
they are as necessary to a successful hospital as 
good doctors, good nurses, and good medical 
equipment. 


The ability to operate at high efficiency cannot 
be done by guess and if costs are higher than are 
considered within reason, it is probable that com- 
parisons with other plants will show the leaks. It 
may be the wrong coal for the equipment, badly 
balanced steam demand for the boilers, lack of 
regulated repairs, lack of proper control equip- 
ment, or perhaps it is time to save money by 
spending on some new machinery to replace worn 
units which are eating up the possible savings. 


Checking the Leaks in Coal Consumption 


The coal industry as well.as consumers of coal 
have easy ways of checking into and ascertaining 
where those leaks are and you will find where you 
do not have testing equipment yourself, that good 
engineers and equipment are available from the 
producers. These men know coal and have been 
trained to spot trouble and how to stop it. They 
have knowledge of the methods gained from long 
experience and by having visited many plants 
which have economical operation. This assistance 
is available to you, if you will accept it. 


In connection with this subject I want to call 
your attention to the one most important point 
that has to do with low steam costs. Is the coal 
you are buying a fit to the equipment or are you 
buying it for a number of other “because” rea- 
sons? If it is the proper coal and you are very 
exacting in your purchasing requirements, you 
perhaps have the coal sampled and analyzed from 
time to time. Be sure that when you get a sample 
it is a sample. What I am endeavoring to explain 
is that the proper sampling of coal is an art, so 
much so in fact that the U. S. Bureau of Mines 
has a set of standards on the methods of properly 
sampling coal. Do not be misled into thinking 
that because an analysis report says the coal is 
10 per cent ash, and the coal salesman says it is 
7 per cent, that you have been taken in on a bad 
bargain. You might find that the next improperly 
taken sample will show 5 per cent. What you 
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Table 1 


are after is the real analysis of the lot of coal that 
you are buying. It is possible to get that, but a 
layman cannot be expected to take samples unless 
he has been educated to the proper procedure. 


I have included certain charts which are based 
on A.S.M.E. standards. Copies of these charts can 
be obtained by addressing our Washington, D. C., 
office. I have collected some of these in my con- 
tacts and others I had to make up myself as a 
means of rapidly calculating the value of fuel and 
the usable Btu against efficiency. 


No. 1 calculates from Btu and efficiency the 
pounds of water evaporated and pounds of coal 
required per horsepower hour. It is self-explana- 
tory. 


No. 2 calculates from the cost of coal delivered, 
the Btu and efficiency, what the cost of steam 
should be per thousand pounds. From this can be 
seen what coal really produces and what a few 
not always know just what is going on in a power 
per cent in increased efficiency will save. 


No. 3 tabulates the cost of coal, gas, and oil for 
comparative use, showing what the several deliv- 
ered prices of each give in Btu per dollar. A 
footnote explains that efficiency, operating costs, 
maintenance, and power must be calculated to ob- 
tain the net value of each fuel. 


Let me state a case to you to show that we do 
not always know just what is going on in a power 
house. Reports from one institution state that 
they have boilers of approximately 450 hp. oper- 
ating at 150 to 175 per cent of rating, using coal 
of approximately 13,800 Btu and averaging 80 
per cent efficiency, with 10.5 CO, and being 
equipped with stokers having about 65 square feet 
of grate area. I am advised they burn about 10 
Ibs. of coal per square foot. Of course I am not 
at the institution so I can only calculate and I am 
not meaning in any sense to be critical. I do not 
believe that 80 per cent efficiency can be averaged 
with 10.5 per cent CO., and I have calculated they 
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should be burning about 35 to 40 Ibs. of coal per 
square foot per hour. The point I make is that 
you can no more afford to guess about the coal 
and equipment than the doctor upstairs can about 
the operation he is to perform. The serious part 
of it from your standpoint is that we should all 
know what is happening and where the heat in 
the coal is going. 


Five Considerations Which Determine the Use 
of Products in Hospitals 


Why are certain products used in industry, 
as well as in hospitals? Perhaps they are used 
because of (1) gross cost; (2) availability; (3) 
dependability of supply; (4) service; (5) personal 
interest. (By this latter I have in mind both the 
buyer and the seller.) 


There is no doubt but that the coal industry is 
on the right side of these five requirements, at 
least to within reliable reason. 


It is, of course, wise to look into what other 
hospitals are doing with coal and what they are 
getting for results. However, each one has quite 
a special set of conditions, whether they are in 
the same city or in some other city or state. A 
few of these conditions may include size of hos- 
pital, space in boiler room for equipment, number 
of boilers on the line and the stand-by equipment, 
type of fuel available, and boiler room supervision. 
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It means each power plant must be planned for 
its surrounding conditions and a shortsighted 
policy once allowed to go into plan and operation 
will have to be lived with for ten years or more. 
It may be a headache, but proper planning origi- 
nally would have made it a real success. 


Analyzing the Heating Problems 


Let me observe here that no people are more 
aware of the great importance of proper exam- 
ination and analysis than those engaged in hos- 


pital or medical work. You would under no cir- 
cumstances guess at conditions of a patient. We 
ask only that you permit our industry to analyze 
your heating problems patient, and recommend 
any changes found necessary to make your power 
plant performance as nearly perfect as any me- 
chanical device can be within reasonable limits. 
You must have dependable heat. You are assured 
of that with Coal—all guess work has been re- 
moved. Let me leave you with this thought— 
“Before You Invest, Investigate.” 




























































































Table 3 
HEAT UNITS FOR $1.00 (Tabulated in Thousands of Btu) 
COAL 
Btu Per Price Per Net Ton in Dollars 
Lb. Coal $2.00 $3.00 $4.00 $5.00 $6.00 $7.00 $8.00 
IR ONN aAes Sc: chads ies $e Soc arala iecelte nes 7,000 4,667 3,500 2,800 2,333 2,000 1,750 
hes aierer cleo ati @ rcs sw hare srens 8,000 5,333 4,000 3,200 2,667 2,280 2,000 
PU iia Peale otek oak Hea awelwias 9,000 6,000 4,500 3,600 3,000 2,570 2,250 
BORGO os aicssveireclaccucintnpomnncaewes 10,000 6,667 5,000 4,000 3,333 2,850 2,500 
POS eo ideas trea Hoaee aneee 11,000 7,333 5,500 4,400 3,667 3,150 2,750 
RMI cis oitey "tl ere nr dx Voow areas hare 12,000 8,000 6,000 4,800 4,000 3,430 3,000 
PUM oe a atotctere Aa inte ee eereiewee mats 13,000 8,667 6,500 5,200 4,333 3,720 3,250 
WOU coe ould to alk eacciendlee ewes 14,000 9,333 7,000 5,600 4,667 4,000 3,500 
De oars) sles teecd wey ve wi nelumele merns 14,500 9,667 7,500 5,800 4,833 4,143 3,625 
GAS 
Btu Per vi Price Per 1,000 Cu. Ft. in Dollars 
Cu. Ft. Gas $0.30 $0.40 $0.50 $0.60 $0.70 $0.80 $0.90 
ON 6e sha lao) ostiat a) avers, «iin ve was Sosa 667 500 400 333 285 250 222 
RE carder alevate oiels ere bore © wed Sarees 1,330 1,000 800 667 570 500 444 
CUO Saw ade tere Stes s wae ees 2,000 1,500 1,200 1,000 857 750 666 
BU easels. a wa sraa ou sree egtenatioe’s 2,670 2,000 1,600 1,333 1,140 1,000 888 
ONE asics eye re sr ABS Baler ermeelere eet 3,330 2,500 2,000 1,667 1,430 1,250 1,110 
OIL 
Average 
APIStd. AEE 
Baume Specific Lbs.Per Btu Per — —Price Per Gallon in Dollars 
Gravity Gravity Gallon Gallon $0.01 $0.02 $0.03 $0.04 $0.05 
NOSED, ecb. din £ ddan ee eterwes weesiens 40°-42° 8203 6.830 136,500 13,650 6,825 4,550 38,412 2,730 
INGE Ser ura dale a ok ee waiaiie wee eee 32°-36° .8550 7.119 138,000 13,800 6,900 4,600 3,450 2,760 
INRA ote eei eo eie elale sie ars Gi ear we? 28°-32° .8762 7.300 141,000 14,100 7,050 4,700 3,525 2,820 
INGORE. Salvin oui Maw ioe octeirne sere 24°-26° .9042 7.530 144,000 14,400 7,200 4,800 3,600 2,880 
UN Ge Sie cad sisi ov ciaiws abi oie wiareiai a oreee ks 16°-20° .9465 7.882 148,500. 14,850 17,425 4,717 3,713 2,970 
1s) CRG nee eA rer nate rE re EE TR a 14°-16° .9660 8.044 152,500 15,250 7,625 5,083 3,812 3,050 
OIL 
cere ae? Average aa seats 
API.Std.  A.P.i. 
Baume Specific Lbs.Per Btu Per —Price Per Gallon in Dollars 
Gravity Gravity Gallon Gallon $0.06 $0.07 $0.08 $0.09 $0.10 
TIE o-toap actin (ene cree a haters 40°-42° 8203 6.830 136,500 2,275 1,950 1,708 1,517 1,365 
IN Geek i ciet-oie es ow: tear Sia eft re 32°-36° 8550 7.119 138,000 2,300 1,971 1,725 1,533 1,380 
IN ir sina ler sis so alee ace ep we Odeo 28°-32° .8762 7.300 141,000 2,350 2,014 1,763 1,567 1,410 
INE Fale Bios ci. q Wat rere alata alma are 24°-26° .9042 7.530 144,000 2,400 2,057 1,800 1,600 1,440 
AOR a Soros se oa wie! Coal ee eer 16°-20° .9465 7.882 148,500 2,475 2,121 1,856 1,650 1,485 
OMRON ins tr oor osc bs, Wiortin a Wx Selece cera 14°-16° .9660 8.044 152,500 2,542 2,179 1,906 1,694 1,525 














Example: Using 14,000 Btu coal at $7.00 per net ton, we purchase 4,000,000 Btu per $1.00. Using 1,000 Btu gas 
at 50c per M we purchase 2,000,000 Btu per $1.00. Using No. 6 oil at 4c per gal. we purchase 3,812,000 Btu per $1.00. 
NoTE: Efficiencies, handling, maintenance and power to operate must be calculated in arriving at the net Btu pur- 


chased with each fuel. 
Oct. 16, 1937. Revised Aug. 1, 1938. 
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The Sealed Bid System 


i 


HE Sealed Bid System is generally accepted 
T: a satisfactory method of purchasing for 

Federal and state governments and munici- 
palities. This is usually done on the firm bid basis 
and seems to avoid the maximum amount of politi- 
cal or other influence from the outside. 


Public opening of bids, where all bidders may 
be present, is a common practice. Some object 
to the firm bid method for the reason that no 
small amount of time is lost by the bidders in 
going to the place where the bids are to be opened 
and waiting while the procedures of opening and 
tabulation go on. 


The Sealed Bid on the firm basis is practical for 
certain types of buying for organizations other 
than Federal, state, and municipal. It can be 
used advantageously in our routine purchasing of 
supplies and materials if we modify the firm bid 
method to a somewhat more open method. 


Quality, service, and price are points of major 
importance which should be considered in all pur- 
chasing. The lowest price is not always the cheap- 
est. With the quality and price right, the service 
may be so poor that the saving in price may be 
consumed by the inconvenience caused. 


Modified System of Firm Bids 


In the institution with which I am connected, 
a modified system of the firm bids is used in buy- 
ing many items of supplies and materials. We 
do not advertise for bids, but a mailing list is 
maintained. As salesmen request an opportunity 
to bid, their names are placed on the list and bid 
requests are sent to them. Specifications are 
stated as simply and clearly as possible, and note 
is made in case samples are desired. The names 
of the bidders are carried on the list as long as 
their service and quality of materials are satisfac- 
tory. A reasonable number of failures to meet 
our standards is regarded as sufficient cause to 
drop their names from our list. 


Advantages of Modified System 


We believe that there are distinct advantages 
in using this modified system, some of which are: 


1 The way is open for any person or firm to 
submit bids. 


2 New contacts are often made which prove 
helpful. 





Presented at the American Hospital Association Convention, 
Dallas, Texas, September 27, 1938. 
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3 It affords a better test of the market condi- 
tions. 

4 It removes all criticism from prospective 
sellers as to opportunity to bid. 

5 Every bidder must stand upon his own mer- 
its. If he does not get the business he has an 
excellent method of finding out the reason. 

6 It removes the possibility of criticism of the 
purchasing department showing favoritism to cer- 
tain sellers. 

7 It removes from the mind of the bidder any 
feeling of the need to buy his business by show- 
ing the purchasing agent a good time or present- 
ing presents to other members of the personnel. 
It also protects the purchasing agent from un- 
justifiable criticism. 

8 The placing of temptations before the per- 
sonnel is avoided. 

9 A spirit of competition, which results in bet- 
ter prices, is created. 

10 It promotes the development of specifica- 
tions with a resulting tendency to standardize. 

11 It reduces the problem of purchasing from 
the standpoint of time consumed, thus making 
available more of the purchasing aati time for 
development of specifications. 

12 It affords greater opportunity for contact 
with department heads to determine what items 
are best suited for the services required. 

13 It definitely eliminates the peddler type of 
salesman who is here today and gone tomorrow. 


We do not have a public opening. The bids 
come to us sealed. They are opened and tabulated 
so that proper comparison may be made. Abso- 
lutely no information is given out until after final 
acceptance. The lowest bid is accepted unless the 
quality is known to be below the standard of our 
specifications. In all cases where the lowest price 
is not accepted, the reason is written on the tabu- 
lation sheet. 


After all selections have been made, the bid 
sheets and the tabulation sheets are available to 
any bidder for examination. It is not uncommon 
for the bidders to go through these sheets rou- 
tinely, especially on the lists of commodities pur- 
chased on a monthly basis. 
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What May a Patient Expect from the Hospital? 


FANNIE BURNHAM 


weighed by the test of negligence. If the 

omission of an act or the failure to satisfy 
a need of a hospital patient would constitute neg- 
ligence, either legally or logically, it is incumbent 
on the hospital to perform the act or to satisfy 
the need.” 


“Te ADEQUACY of hospital care may be 


When in the opinion of a patient he has been 
a victim of a negligent act on the part of the 
hospital, in order to satisfy and give the patient 
what he expects, the hospital will usually do 
everything within its power to rectify the mis- 
take, and if for no other reason, it will do it for 
the sake of public opinion. It is very difficult, 
almost impossible, to completely enter the realm 
of another’s experience, and see things as they are 
through his eyes, so it should be remembered in 
dealing with the public, and with the physicians, 
and nurses in our hospitals, it is of extreme im- 
portance to give ample consideration to every 
viewpoint. 


Many people have had unfortunate experiences 
in hospitals. Mistakes are inevitable in any in- 
stitution dependent upon the frailty of human 
nature. The result is that a large mass of criti- 
cism of hospitals has risen out of hasty and un- 
fair generalizations based on inadequate evidence. 
The public needs education in regard to what 
hospitals are doing and the problems associated 
with their work. Such education would help 
eliminate the cause of much unfair criticism. 


Educating the public can be done and is being 
done to a certain extent through printed educa- 
tional material and keeping the advantages of 
hospital care and treatment ever in evidence. 
Hospital Day is also helping more and more each 
year. It is worth a great deal to a community to 
know that every mechanism and care which can 
help restore health is waiting to serve its people 
in hours of need. 


Services and Costs 


A patient entering the hospital has every rea- 
son to expect an attitude of sympathetic under- 
standing—a proper reception at the admitting 
office, not the attitude of just another patient— 
just another order of goods run through the ma- 
chinery. He may expect an explanation of neces- 
sary procedures, red tape, routine, or whatever it 
may be called. There is ordinarily a reason for 
this routine but it is difficult for patients to view 
this fact with sympathy and understanding. 
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A patient expects to pay his hospital bills, or 
make necessary arrangements for them either 
upon entrance or before entering the hospital as 
a patient. A hospital is of necessity a business 
enterprise. It must collect from its patients in 
order that it may pay its bills. I believe that 
the public has every sympathy with a firm atti- 
tude on the part of the hospital when it is deal- 
ing with a person who has not established a repu- 
tation for paying his bills. It must protect itself 
from such people and it is to the interest of the 
public that it does so. It is especially important 
that an answer be found to the financial limita- 
tions of people with moderate incomes. 


People are not always informed in regard to 
all that is involved in the cost of running a hos- 
pital which is giving the best possible care. Fur- 
thermore, they are not consistent. If a woman 
cannot afford a $50.00 dress she does not feel 
unduly persecuted if she must buy a $25.00 dress. 
She gets what she can afford in clothing.* But 
when people go to a hospital they expect the best 
whether they can afford it or not. Patients ap- 
preciate the methodical manner of caring for the 
ill in the hospital, the complex task carefully 
planned and the routine built up which gives as- 
surance that nobody is neglected. They appre- 
ciate the value to themselves of best care and 
attention, and results from the doctors and sur- 
geons they have employed to take their case, and 
from the laboratory, x-ray or any other means 
of investigation, but they must learn to appre- 
ciate the cost of these services and expect to pay 
for them. 


Of course allowances have to be made for what 
some patients may expect and what the hospital 
expects to give for the patients’ benefit. The 
abnormal mental condition of the patients and 
friends or family causes them to gather impres- 
sions which would not come to them if they were 
not under such an emotional strain. But after all, 
and in conclusion, the patients of a hospital both 
ward and private are on final analysis, the best 
critics of the humanitarian aspects of hospital 
service and therefore their views must not be dis- 
regarded. 
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Among the 


T THE end of last year HOSPITALS ad- 
A dressed a letter to the presidents of the 
state and provincial hospital associations 
asking them to reply to the following questions: 


1 What is the outstanding achievement of 
hospitals in your state (or province) for 
the year 1938? 


2 In what way can hospitals in your state 
(or province) develop a more complete and 
better distributed hospital service for the 
population? 


Replies received before the publication of the 
January issue were published in that issue. The 
following replies have been received since that 
time: 


California 


From the standpoint of the regional organiza- 
tion, the Association of Western Hospitals has 
been instrumental in promoting a greater unity 
of effort and successful progress in organization 
development through the strengthening and pro- 
moting state hospital associations, district con- 
ferences, and hospital councils in the eleven 
Western states. 


Outstanding accomplishments include a suc- 
cessful twelfth Annual Convention attended by 
1,700 Western Hospital Administrators and ex- 
ecutives, and outstanding national authorities, 
with a display of about 100 commercial exhibits. 
Assisted in inaugurating and successfully putting 
over the first of what we hope to be biennial In- 
stitutes, held at Stanford University, August, 
1938, with ninety-seven administrators from all 
parts of the Pacific Coast, the territory of Hawaii 
and Canada attending this two weeks’ course. 


Plans have been developed, a program com- 
pleted and commercial exhibits arranged for the 
next thirteenth annual convention of the Asso- 
ciation of Western Hospitals to be held in Seattle, 
February 20 to 23 inclusive. 

WESTERN HOSPITAL ASSOCIATION 


A. C. Jensen, President 


Alabama 


While our hospitals in Alabama had already 
made a beginning on a state wide group hospital- 
ization program, I feel that during 1938 they 
have seen it develop into a real sound business 
organization that will mean much to the future of 
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Associations 


hospitals in the state of Alabama. During this 
year a committee from the Hospital Association 
working with a committee from the Board of 
Censors of the Medical Association worked out a 
minimum standard for hospitals to meet before 
being accepted into the Hospital Service Corpora- 
tion and we now have forty hospitals distributed 
over every section of the state as members of the 
Corporation and all meeting the minimum stand- 
ard. All of those below standard will have to im- 
prove their equipment and personnel before they 
will be permitted to participate in our group hos- 
pitalization program. 


The Hospital Service Corporation of Alabama 
is owned and operated by the hospitals that are 
members of the Corporation and each hospital, 
large or small, has a member on the Board of 
Trustees who meet annually and elect an Execu- 
tive Committee of nine who meet each month to 
transact the business of the Corporation. At 
present, we have 45,000 members with a monthly 
income of $27,000, 62 per cent of which goes to 
pay hospital bills. We are gradually creating a 
surplus and we already have deposited with the 
Insurance Department of the state $20,000 worth 
of interest bearing bonds. 


We are rapidly extending our services into the 
small towns and rural areas. Since there is no 
experience in group hospitalization to go by in 
these rural areas, we are having to make our own 
experience and necessarily we are doing this cau- 
tiously. As we develop our plan, we hope in a few 
years to reach a large number in the low income 
group and after all, that should be the real goal 
for all group hospitalization plans. After we have 
made experience in rural areas, we will have valu- 
able information to give to other proposed state 
wide plans. There is no doubt in my mind that 
we have an excellent group hospitalization plan, 
that the statewide plan is the best and that the 
hospitals will fare better in our type plan because 
we own and control our corporation. 


In answer to question number two, will state 
that our State Hospital Association in conjunction 
with the members of the State Board of Health 
are sponsoring legislation for the January session 
of our state legislature which will provide for 
hospitalization of the indigent patients in the 
state in the vacant beds of the private hospitals 
on a fee schedule basis. 


In this same bill, we are making provision for 
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setting up an indigent patient commission for the 
state of Alabama, composed of representatives 
from the Hospital Association, the State Board 
of Health and the Department of Public Welfare 
for the purpose of administering state funds, as 
well as any Federal funds that may be appropri- 
ated for hospital and medical attention to the 
medically indigent of our state. We feel that sub- 
sidizing the vacant beds in the already existing 


hospitals with state and federal funds will be the 
most economical way of delivering this service 
to the indigent and that it will be very satisfactory 
to the indigent patient because the hospital bed, 
in most instances, will be nearer his home than if 
we had one large state hospital, and it will mean 
much to the hospitals by having this financial aid 
in order to improve the hospital service in their 
respective communities. 


This idea is in line with the recommendation 
made by the Technical Committee on Medical 
Care at the National Health Conference last July 
and we feel that if we can get an efficient state 
organization created to administer our state ap- 
propriations, as well as the proposed federal ap- 
propriations for care of the medically indigent, 
we will have gone a long way in approaching a 
solution of a problem that is nationwide in its 
scope. It is our opinion that the Federal Govern- 
ment would do a much finer job by appropriating 
funds to be used in the different states and have 
it matched in some small way by state funds with 
the control and distribution of the funds resting 
with individual state organizations instead of try- 
ing to formulate a plan centrally controlled in 
Washington and try to make it fit the need of 
every state in the union. The problems are so 
widely different that any centrally controlled plan 
would almost inevitably prove a failure. 

Very truly yours, 
ALABAMA HOSPITAL ASSOCIATION 


A. C. Jackson, President 


Connecticut 


To your first question, our hospitals in Con- 
necticut have collectively adopted the new by-laws 
and became an integral part of the American 
Hospital Association, which it has never been be- 
fore. The past year was not a legislative year in 
Connecticut, so we could not do any legislative 
work. 


In answer to the second question, Connecticut 
being a small state and the hospitals well dis- 
tributed, we feel the population has rather satis- 
factory hospital service. The great need is pro- 
vision for chronic and incurable diseases. I per- 
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sonally hope that this may be provided for 
through the hospitals that are existing rather 


than a state hospital. If one state hospital is lo- 


cated even in the center of the state it would be 
rather difficult to persuade patients to enter it 
because it would be such a distance from many 
patients’ homes and friends. 


Very sincerely yours, 


THE CONNECTICUT HOSPITAL ASSOCIATION 
Lucy A. Pollock, President 


Indiana 


We believe that the rather outstanding accom- 
plishments of the hospitals in the State of In- 
diana for the year 1938 are as follows: 


1 Change in the membership plan to conform 
to that in the American Association 


2 Establishment of councils comparable in 
purposes to those of the American Associa- 
tion 

3 Beginning of a movement to secure an en- 
abling act to make possible the operation of 
hospital insurance groups 

4 Beginning of activity of our councils as fol- 
lows: 


a—Council on Professional Practice— A 
study on the ratio of nursing hours to pa- 
tients served in the hospitals of Indiana 

b—Council on Administrative Practice—A 
study of per diem costs of the hospitals 
of Indiana with the hope of arriving at 
a basis of determination which would 
make comparisons of some value 


We believe that the best thing we can do in our 
state is to continue the work already established 
in attempting to increase the interest in the four 
different sections of our Indiana hospital group. 
Our state has been divided into four sections with 
a chairman for each section. These individual sec- 
tions hold from two to four meetings each year 
which makes possible round table discussions 
which we believe to be of great value to the hos- 
pitals of each section. 

Yours very sincerely, 
INDIANA HOSPITAL ASSOCIATION 


J. B. H. Martin, President 


Michigan 
In my opinion the two most outstanding accom- 


plishments of the Michigan Hospital Association 
during the year 1938 are: 


Michigan Hospital Association joins the Tri- 
State Assembly 
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Here’s A Brand New X-Ray Table That’s Really Different 


N this new G-E Model 39 table a new, small-size 

double-focus tube unit (shockproof) serves both 
over and under the table for radiography and fluoro- 
scopy. It can be swung out over a hospital cart for hori- 
zontal and lateral radiography and fluoroscopy. Or 
used with a VCT Unit or Cassette Changer for verti- 
cal radiography. 

And it takes only a few seconds to change tube posi- 
tions accurately! New tube unit and new, small shock- 
proof cables provide unusual flexibility and angulation 
ease. 

Unusually compact, the 39 table requires but little 
floor space; tube stand is an integral part of table 
structure; no side rail required. 

Its wide range of service includes full-length fluor- 
oscopy in all angular positions; vertical, horizontal, 
and angular radiography, too! 

“Bulls-eye” centering of tube-Bucky provided by 
unique signal system; indicates exact center for single 
film, or for stereo pair with tube shifted lengthwise 
or crosswise of table. 
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Dollar for dollar, feature for feature, the moderately 
priced Model 39 table is an outstanding value; sets a new 
G-E record in flexibility, convenience, and efficiency. 

Full details about the 39 table are yours for the ask- 
ing; just sign and mail the coupon, today. 

This new table, in conjunction with the new G-E 100- 
ma. shockproof unit, makes a practical and efficient com- 
bination x-ray unit, at a surprisingly moderate price. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 Jackson Boulevard Chicago, Illinois 


| 

| 

| 

| 

| 

| Send me complete informationabout the new G-E Model 
| 39 X-Ray Table. F52 
| 

| 

| 

| 
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The Michigan Hospital Association approves 
the Michigan Society for Group Hospitalization 


The first of these two actions should result in 
many advantages to hospitals and the personnel 
of hospitals throughout the state of Michigan, 
and the second of these two actions should result 
in assisting great numbers of people throughout 
the state of Michigan in financing the hospitaliza- 
tion part of their emergency expenses. 

Very truly yours, 
MICHIGAN HOSPITAL ASSOCIATION 
Ralph M. Hueston, President 


Minnesota 


Accomplishments of Minnesota Hospitals for 1938 

The Institute in Hospital Administration: The 
Institute for hospital administrators and their as- 
sistants, directors of nurses, business managers, 
and other persons having equivalent executive re- 
sponsibility with hospital administration, held in 
January 1938 at the Center for Continuation of 
Study, University of Minnesota, was an educa- 
tional program of inestimable value for the peo- 
ple of Minnesota who were actively engaged in 
hospital administration. The program was de- 
signed to emphasize the needs and meet the prob- 
lems of the administrators of the small, as well 
as the large, institutions. 


This is another occasion, in addition to the an- 
nual meeting of the State Hospital Association, 
when the hospital people of the state can meet 
with national hospital authorities and their local 
colleagues for a discussion of mutual problems 
and an exchange of ideas. 


New Set of By-Laws Adopted: At the annual 
meeting of the Minnesota Hospital Association 
held during May 1938, the membership adopted 
the model set of by-laws proposed by the Ameri- 
can Hospital Association for state and provincial 
associations, with the necessary modifications to 
meet the local situations. In order that the state 
association might conform with the national and 
be in a position to enjoy the benefits of a closer 
coordination of activities, this was considered a 
very progressive and beneficial move on the.part 
of the state association. 


Sectional Meetings: The Minnesota Hospital 
Association, on the recommendation of the Coun- 
cil on Association Development, has divided the 
state into six geographical sections for the pur- 
pose of district conferences. One purpose of the 
conferences will be to stress that all hospitals hold 
joint memberships, that is, memberships in both 
the state and national associations. 
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Extension of the Group Hospitalization Insur- 
ance Plan: The extension of group hospital care 
insurance to Duluth, Minnesota, marks the epoch 
of a group hospitalization plan throughout the 
state. After numerous meetings with the Minne- 
sota State Medical Association, this body has ap- 
proved and will sponsor the program of the Min- 
nesota Hospital Service Association to extend its 
benefits to the people throughout the state. The 
latter organization is rapidly formulating plans 
for this purpose. 


Ways in Which the Hospitals of Our State Can 
Develop a More Complete and Better Distrib- 
uted Hospital Service for the Population 


The Extension of the Group Hospitalization In- 
surance Plan: We believe that the most effective 
way in which we can be of real service to the peo- 
ple of our state is in the extending and developing 
of the benefits of our voluntary hospital service 
insurance plan, making it possible for them to pro- 
vide their own hospital care. As a result, hospi- 
tals would not find it so necessary to request or 
accept federal or state aid for this purpose, and 
such government funds would then be available 
to support mental and tuberculosis hospitals, ma- 
ternal and child welfare, and public health work. 


Facilities of Operation: In conjunction with 
this program we are making a survey of the hos- 
pitals of the state and their facilities of operation. 
We plan to encourage more efficient service and 
higher standards for the small hospital. Because 
of our close contact with these institutions, we 
can do much toward improving their services by 
setting a standard of requirements for member 
hospitals participating in the plan of the Minne- 
sota Hospital Service Association. 


We expect to make a study of transportation 
facilities, especially those in the less populated 
areas. With the information obtained, we would 
then be in a position to suggest ways and means 
for more prompt and adequate transportation of 
the sick to local hospitals. 


Institute in Hospital Administration: The In- 
stitute for hospital administrators to be held at 
the Center for Continuation of Study, University 
of Minnesota, January 23-28, 1939, has been pro- 
longed from three to six days. The success of 
these institutes during the past two years prompt- 
ed the University to accede to the requests of hos- 
pital administrators to extend the time and open 
registration to the surrounding states in addition 
to Minnesota. 


In 1939 the University of Minnesota, in co- 
operation with the Minnesota Hospital Associa- 
tion and the American College of Hospital Admin- 
istrators, is sponsoring this regional institute. 
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M. BURNEICE LARSON, Director 





Physicians — Hospital Administrators — Graduate Nurses — Dietitians — Technicians 





Some men and some women give it a 
how many of those do you need? 


There’s more to a job than doing it. 


drubbing and love it 





We've lists of “the finest in the land”... lists of people for every finer task you 
have, lists from which you can choose one or two or ten or fifty . . . spunky, eager, 
smart and pleasant, self-reliant people. Find your personnel from such as these. 





For in our files are people . . . they’re eager, under- 


People make a hospital great. 


They make it great or they keep it less than it can 
be depending on the way they do the tasks you 
give them. 

Find the finer kind and treat them royally and ask 
for all they can give and they'll give it, and love the 
giving, for they would work in stirring times with 
you and be a part of things well worth their doing. 
Ask us for such as these. Tell us the kind you 
need. We will find them for you. 


standing; they're skillful, self-reliant, self-starters; 
they’re warmly human, smart and spirited . . . we 
know they are . . . physicians, administrators, staff 
nurses, dietitians, laboratory workers, anaesthetists, 
supervisors . . . and they're waiting to be fitted into 
jobs they would revel in; jobs that would fit them 
mentally, physically; jobs they would work and 
smile in, and love, and do better than these need be 
done, the livelong day . . . for years. 


The MEDICAL BUREAU 


55 E. Washington St. 
The Top Floor of the Tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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Again the institute will provide an outstanding 
educational program for hospital executives. The 
faculty has been selected from a group of well- 
informed men and women who have made special 
studies of the subjects they will present. 
Sincerely, 
MINNESOTA STATE HOSPITAL ASSOCIATION 
Peter D. Ward, M.D., president 


Missouri 


In answer to question number one, I would say 
that the first accomplishment of the Missouri 
Hospital Association in the State for the -year 
1938 was to get a tax exemption, and the second 
accomplishment was an extension of group hos- 
pitalization through the office of our Group Hos- 
pital Service here in St. Louis into the State of 
Missouri, as well as to the bordering communities 
in Southern Illinois. 


With reference to the second question, we shall 
endeavor to develop complete and better distrib- 
uted hospital service for the population through 
the Group Hospital Service, as well as a proposed 
prepayment medical plan throughout the State. 
Likewise, it is my purpose to submit to the con- 
vention the idea of an inter-professional commit- 
tee that will undertake the study of all the health 
problems and seek to find a solution to them. 

Very sincerely yours, 
MISSOURI HOSPITAL ASSOCIATION 
Paul R. Zwilling, President 


Oregon 


The outstanding accomplishment of the Ore- 
gon hospitals for the year 1938 has been the 
standardization of hospital rates. Through this 
standardization, charges to insurance companies, 
the State Industrial Accident Commission and 
other lay organizations have been raised to a point 
more nearly hospital cost. Further increases are 
contemplated to bring these charges to cost or 
above. There has been a tendency throughout the 
country for hospitals to be dictated to with regard 
to payments, instead of the hospitals putting a 
price on their services and insisting on being paid. 
By decreasing this subsidization of lay-owned 
businesses these hospitals have been able to di- 
vert many thousands of dollars of funds to the 
improvement of equipment and to the proper 
channels of charity to which bequests and dona- 
tions were made. 


Hospitalization of industrial and low-salaried 
employees in the State of Oregon is very largely 
controlled by lay-owned organizations. This con- 
dition has existed here for years. The best man- 
ner in which more complete and better distrib- 
uted hospital service can be developed will be by 
the establishment of non-profit hospital insurance 
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plans throughout the state. By furnishing hospi- 
tal care for employees and their families it will 
furnish hospitalization for many who have not 
been able to afford this service. The Portland 
Council of Hospitals is at present working on a 
plan of this kind, which when established will 
probably spread to many other parts of the state. 
Yours truly, 
THE OREGON ASSOCIATION OF HOSPITALS 
W. B. Coffey, President 


New Jersey 


As President of the New Jersey Hospital Asso- 
ciation, I feel that the most outstanding advance 
during 1938 has been fhe wide acceptance of hos- 
pital care insurance. Total enrollments have in- 
creased from 28,000 at the close of 1937 to 115,- 
000 at the present time. The Hospital Service 
Plan of New Jersey is now working out an en- 
rollment program for rural areas which will be a 
forward step of importance in a field inadequately 
provided with hospital facilities. 


In particular, New Jersey hospitals have also 
been cooperating in nation-wide efforts against 
syphilis and cancer, and in developing the more 
accurate diagnosis and treatment of pneumonia. 


There has been in New Jersey, enthusiastic pro- 
motion of the further coordination of all persons 
and agencies concerned with health. The New 
Jersey Medical Society, the New Jersey Hospital 
Association, the New Jersey Department of In- 
stitutions and Agencies, the State Dental Society 
and the Pharmaceutical Society have all been 
active in developing closer relationships during | 
1938 and have plans under way for fostering this 
coordination, which will inevitably benefit the 
health campaign. 


With the exception of the Hospital Care Insur- 
ance, progress and developments in the hospital 
field in New Jersey have been of an intangible 
character but none the less important in the ad- 
vancement of the care, cure, and prevention of 
illness. 

Very truly yours, 
NEW JERSEY HOSPITAL ASSOCIATION 
Edward Guion, M.D., President 


Texas 


The most important thing the hospitals have 
accomplished is through the State Hospital Asso- 
ciation, which has been revising the By-Laws and 
Constitution of the Texas Hospital Association 
along the lines of the national organization. This 
association was also host to the American Hospi- 
tal Association held in Dallas in September. 

Very sincerely yours, 
THE TEXAS HOSPITAL ASSOCIATION, INC. 
Josie M. Roberts, President 
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O PREVENT possible introduction of 
particulate matter, new elements—such as 
new filters, pipe lines, stills, washers, as well 
as new lots of rubber stoppers, discs, glass 
rods and flasks—even though produced to 
rigid specifications, must pass the hurdle of 
meticulous tests at Cutter Laboratories. 
These uncommon safety factors—just an 
indication of the extreme caution which sur- 
rounds the production of solutions in Safti- 
flasks—are attributable to the fact that these 
products are made in a government-licensed 
biological laboratory. Biological workers 


DEXTROSE SOLUTIONS IN 
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Ingenious device—developed 
by Cutter research workers 
—spotlights tiny particles 
for precautionary testing of 
new Saftiflask elements. Just 
one of the tests that make 
solutions in Saftiflasks safe! 


never take safety for granted. 

Although no dextrose solutions are govern- 
ment-licensed, at Cutter Laboratories such 
solutions are produced under conditions 
mandatory for the production and testing 
of government-licensed biologicals. Dextrose 
solutions in Saftiflasks are tested chemically, 
biologically, physiologically — by a testing 
staff entirely divorced from “production.” 

Prescribe solutions in Saftiflasks. In two, 
one and half-liter sizes. Cutter Laboratories, 
Berkeley, California and 111 N. Canal Street, 
Chicago. (U. S. Government License No. 8) 
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New Institutional Members 


Alabama 


Citizens Hospital Talladega 


Flagstaff Hospital Flagstaff 


Arkansas 
Michael Meagher Memorial Hospital. .Texarkana 


California 
Redwood Coast Hospital Fort Bragg 
Richmond Hospital Richmond 
Salvation Army Door of Hope Home and Hos- 
pital San Diego 
Veterans Home Hospital 
Veterans Home, Napa County 


Colorado 
St. Benedict Hospital 


Connecticut 
Hospital of St. Raphael 
Delaware 
Delaware State Hospital 
Florida 
State Tuberculosis Sanatorium 
Georgia 
Brooks County Hospital 
St. Joseph’s Infirmary 
Illinois 
Alexian Brothers Hospital 
Peoria State Hospital 
St. Charles Hospital 
St. Bernard’s Hospital 
St. Joseph’s Hospital 
St. Therese’s Hospital 
Indiana 
Clay County Hospital 
St. Elizabeth Hospital 
St. Margaret Hospital 
Iowa 
Ellsworth Municipal Hospital 
Kansas 
Lawrence Memorial Hospital 
St. Mary’s Hospital 
St. Rose Hospital 


Sterling 
New Haven 
Farnhurst 


Orlando 


Quitman 
Atlanta 


La Fayette 
Hammond 


Lawrence 
Emporia 
Great Bend 


Bar Harbor 
Rumford 


Mount Desert Island Hospital 
Rumford Community Hospital 

Massachusetts 
Board of Health Hospital Brookline 
Evangeline Booth Maternity Hospital and Home 

Boston 
Carney Hospital 
St. Johns Hospital 
St. Joseph’s Hospital 
Michigan 

Licise Hospital and Infirmary............ Eloise 
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Minnesota 
Anoka State Hospital 
St. Mary’s Hospital 
Mississippi 
Mississippi Baptist Hospital 
Oxford Hospital 


Jackson 
Oxford 


Missouri 
Missouri State Sanatorium 
St. Francis Hospital 
St. Vincent’s Sanitarium.. 


Mount Vernon 
Cape Girardeau 
St. Louis 


New Hampshire 
Franklin Hospital 
Hopital Notre-Dame de Lourdes 
Littleton Hospital 
Plymouth Memorial Hospital 


New Mexico 
New Mexico Miners Hospital 
New York 
Central Islip State Hospital 
Marshall Sanitarium 
Mercy Hospital 
St. Agnes Hospital 
St. Elizabeth’s Hospital 
St. John’s Riverside Hospital 
North Carolina 
City Memorial Hospital 
H. F. Long Hospital 
Rocky Mount Sanitarium 
North Dakota 
Mercy Hospital 
St. Alexius Hospital 
Oklahoma 
Bone and Joint Hospital (Reconstruction Hos- 
pital and McBride Clinic) Oklahoma City 
St. John’s Hospital Tulsa 


Thomasville 
Statesville 
Rocky Mount 


Williston 
Bismarck 


Hillside Hospital 

Pennsylvania 
Community Hospital 
Sacred Heart Hospital 

South Carolina 
Conway Hospital 

South Dakota 
St. Joseph Hospital 
Sprague Hospital (Huron Clinic) 

Tennessee 
Baroness Erlanger Hospital 
Texas 

Mother Frances Hospital 
Plains Hospital and Clinic 
St. Therese Hospital 


Proctor Hospital Proctor 
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HERES WHAT A HOSPITAL LAUNDRY SAYS 





about the 


PROSPERITY 


END- 
DOOR 


WASHER 











EASY [9 LOAD AND UNLOAD 


TURNS OUT LOAD” 


IN ONE HALF LESS TIME 























Down in South Texas, a hospital laundry” in- 
stalled a 200 lb. Prosperity End-Door Washer 
alongside of monel-metal wash wheels and com- 
pared the performance of the two. The foregoing 
headlines are excerpts from a letter telling how 
the Prosperity machine far outshone its com- 
petition. 


Automatically Controlled 


Automatically timed and controlled in each of 
its different operations from break to final rinse 
by the Formatrol Cycle Timer, the Prosperity End- 
Door Washer is a precision tool that eliminates 
the uncertainties of manual control. It follows your 
formulas to the precise second, ending the wear 
and waste of overruns and underruns. It assures 
you of proper water levels with water of the 
proper temperature for each and every operation. 


*Name on request 


CG. A. BRAUN, Inc. 


612 N. MICHIGAN AVE. 
CHICAGO, ILLINOIS 


Midwestern Distributor 


OF PROSPERITY EQUIPMENT 
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The washman is needed only to load and unload 
the machine, and to add supplies when signalled 
for by the Formatrol. At other times he is free 
to carry on additional duties around the laundry. 
The washer is also furnished for manual operation 
without the Formatrol automatic feature but with 
all other features included. 

Learn the complete facts about this precision 
washer. Learn how its exclusive water-wash ac- 
tion, spray rinse, end-door and other features will 
save you time, supplies, power, wear on clothes 
and labor. And find out about the complete line 
of modern precision machinery which Prosperity 
offers you—presses, flat-work ironers and wash- 
ers. Mail the coupon now. If you wish, one of our 
trained representatives will consult with you with- 
out cost—advising you how to improve the effi- 
ciency of your entire laundry plant. 


Copyright 1939, G. A. Braun, Inc. 


G. A. Braun, Inc. 
612 N. Michigan Ave. 
Chicago, Ill. 
Without cost or obligation to me 
[] Please send me complete details on your 
Prosperity End-Door Washer, or— 
() Have your representative call. (Check which) 
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Virginia 
New Altamont Hospital 
Norfolk Community Hospital 
Virginia Baptist Hospital 
Winchester Memorial Hospital 


Christiansburg 
Norfolk 
Lynchburg 
Winchester 


Washington 
Ellensburg General Hospital 
Pierce County Hospital 


Ellensburg 
Tacoma 


West Virginia 
St. Joseph’s Hospital 
St. Mary’s Hospital 


Buckhannon 
Clarksburg 


Wisconsin 
Oak Forest Sanatorium 
St. Mary’s Hospital 
Sunny View Sanatorium 
Canada 

Belleville General Hospital Belleville, Ont. 
Carleton County L. P. Fisher Memorial Hos- 

pital Woodstock, N. B. 
Hopital Laval Quebec, P. Q. 
Hopital Sainte-Justine Montreal, P. Q. 
Wellesley Hospital Toronto, Ont. 
Woodstock General Hospital. ... Woodstock, Ont. 


Onalaska 
Green Bay 
Winnebago 


New Personal Members 


Alabama 
Helen, Sister, R.N., asst. admin. and dir. nrs., 
Providence Infirmary, Mobile 


California 

Dorr, William R., M.D., supt., Riverside County 
Hospital, Arlington 

Helen, Sister, R.N., dir. sch. nrs., St. Vincent’s 
Hospital, Los Angeles 

Riese, Mildred, R.N., Orthopaedic Hospital, Los 
Angeles 

District of Columbia 

Schindel, Katherine J., asst. to admin., Health 

Security Administration, Washington 


Georgia 
Thompson, W. C., M.D., med. dir., Thompson San- 
itarium, Dublin 
Illinois 
Bradley, Laurence, student hosp. admin., Uni- 
versity of Chicago, Chicago 
Gonzalez Ramirez, Luis, M.D., student hosp. 
admin., University of Chicago, Chicago 
Roberts, N. B., auditor and purch. agt., Hinsdale 
Sanitarium and Hospital, Hinsdale 
Simmons, W. G., credit mgr., Hinsdale Sanitarium 
and Hospital, Hinsdale 
Stephan, James W., student hosp. admin., Uni- 
versity of Chicago, Chicago 
Indiana 
Collins, Agnes L., R.N., prince. sch. nrsg., St. Jo- 
seph’s Hospital, Mishawaka 
Iowa 
Klippel, Floyd, bus. mgr., Ellsworth Municipal 
Hospital, Iowa Falls 
Kansas 
McBride, Ann C., supt., Community Hospital, 
Beloit 
Louisiana 
Glaudi, Angeline Rose, R.N., supt., Lafayette San- 
itarium, Lafayette 
Snelling, Rev. J. G., supt., Memorial Mercy Home- 
Hospital, New Orleans 
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Maryland 
Cochran, Mrs. Wm. F. C., act. pres., Union Me- 
morial Hospital, Baltimore 


Massachusetts 
Aylward, Irena B., R.N., supt. nrs., Glenside Hos- 
pital, Jamaica Plain, Boston 


New Jersey 
Camilla, Sister, supt., St. Mary Hospital, Hoboken 
Laurentia, Sister, R.N., supt., St. Michael’s Hos- 
pital, Newark 
New York 
Brodsky, Edward, bkpr., Flower-Fifth Avenue 
Hospital, New York 
Cody, Mrs. Arthur F., supt., Woodlawn Sanita- 
rium, Inc., New York 
Dumack, Helen, bus. mgr., Bath Memorial Hos- 
pital, Bath 
North Carolina 
Goodloe, Henry L., admin., City Memorial Hos- 
pital, Thomasville 
Ohio 
Baber, A. E., M.D., supt., Longview Hospital, Cin- 
cinnati 
Pennsylvania 
Arthur, Mrs. Nora B., asst. supt., Presbyterian 
Hospital, Pittsburgh 
Bromley, Brooks, mgr., St. Christopher’s Hospital 
for Children, Philadelphia 


Texas 
Gaitskill, Mrs. Carolyn, R.N., supt. nrs., El Paso 
Masonic Hospital, E] Paso 
Vermont 
Amidon, Ellsworth L., M.D., med. dir., Mary 
Fletcher Hospital, Burlington 
West Virginia 
MeMillan, T. H., bus. mgr., McMillan Hospital, 
Charleston 
Puerto Rico 
Seneriz, Ramon H., M.D., phys. and surg., Insular 
District Hospitals for Puerto Rico 
Slagle, T. D., M.D., dir., St. Luke’s Hospital, Ponce 
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Petrolagar 
AN ADJUNCT TO THE RESTRICTED DIET 


During a period of restricted diet, 
bowel regularity may be maintained 
with the aid of Petrolagar Plain. As 
an adjunct to the diet, Petrolagar 
induces a soft, well-formed stool 
and encourages a regular habit time 
for bowel movement. 


If the case is severe, Petrolagar 


Y 
ria 


Plain 


Plain may be given in alternate doses 
with Petrolagar with Cascara until 
proper elimination is established. 
Then Petrolagar Plain alone will 
assist in maintaining a regular, com- 
fortable movement. 


There are five types of Petrolegar 
to suit the individual case. 


Petrolagar—Liquid petrolatum65 cc. emulsified with 0.4 Gm. agar in a menstruum to make 100 cc. 











Petrolagar Laboratories Inc. © 8134 McCormick Boulevard * Chicago, Illinois 
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News Notes 


Bertha L. Knapphas completed thirty years of 
service as superintendent of nurses and principal 
of the School of Nursing at Wesley Memorial 
Hospital, Chicago. 

Miss Knapp, before going to Wesley Memorial 
Hospital, served one year as supervisor of Wom- 
en’s and Children’s Department and one year as 
assistant superintendent of nurses, University 
‘Hospital, Ann Arbor, Michigan. For the follow- 
ing two years Miss Knapp was superintendent of 
the Visiting Nurses’ Association, Chicago. 

Miss Knapp was one of the first nurses ap- 
pointed on the Board of Nurse Examiners in the 


State of Illinois. 
——_— 


Curtis H. Lohr, M.D., was reappointed superin- 
tendent of the County Hospital, St. Louis, Mis- 
souri. Dr. Lohr has headed this institution since 
its removal from politics and its general reorgan- 


ization in 1936. 
—_—__<——— 


O. R. Lynch, M.D., has been named Medical Di- 
rector of the Wabash Valley Sanitarium of Lafay- 
ette, Indiana. Dr. Lynch was formerly connected 
with the United States Veterans Bureau. 

encaiilidaiea te 

Montgomery Alabama—Bids will be opened on 
February 1 for the construction of a $1,000,000 
Veterans’ Administration Facility in Montgomery, 
Alabama. The contract will probably be awarded 
in March, and construction started early in April. 

tested Mani 

San Francisco, California—Ground was broken 
on December 10 for the construction of the new 
$1,200,000 unit of the Laguna Honda Home, San 
Francisco. The new building will house 400 pa- 
tients and will be used as a hospital for the treat- 
ment of patients with chronic ills. 

spieipiladiiiacinte 

Denver, Colorado—Contracts have been let for 
the construction of a new $3,000,000 Fitzsimmons 
General Hospital, Denver, Colorado, one of the 
largest and most prominent hospitals of the De- 


partment of the United States Army. 
———=<— 


Jacksonville, Florida—The Hope Haven Foun- 
dation, Jacksonville, Florida, will start construc- 
tion of a new $100,000 children’s hospital to 
replace a small hospital which has been used by 
the Foundation for the past several years. The 
funds were raised by a gift of $50,000 from the 
Glendenning Foundation of Chicago, supplemented 
by gifts from local philanthropists. 

The plans provide for an institution which will 


accommodate sixty children patients. 
ee 


Milledgeville, Georgia—Construction has been 
started on the $4,000,000 building program of the 
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Milledgeville State Hospital, Milledgeville, Geor- 
gia. When completed, it will accommodate 7,000 


patients. 
—_~———_. 


Champaign, Illinois— Contracts have been 
awarded for the construction of a new wing to the 
McKinley Hospital, on the campus of the Univer- 
sity of Illinois, Champaign, Illinois, to cost 
$100,000. 


iasiepiliniadialiaes 

Chicago, Illinois—The Cook County Board has 
approved the construction of three new units of 
the Cook County Hospital, Chicago—a convales- 
cent hospital of 500-bed capacity; a maternity 
hospital of 400-bed capacity; and a contagious 
disease hospital of three hundred beds—each unit 
to cost $1,000,000. 


sci tala 

Dixon, Illinois—The contract for the construc- 
tion of an isolation unit at the Dixon State Hos- 
pital, Dixon, Illinois, has been let and work will 


be started immediately. 
_——— 


Monmouth, Illinois—Construction has started 
and is well under way on the new Municipal Hos- 
pital and Nurses’ Home at Monmouth, Illinois, 
which, when completed, will cost $130,000. 

—_——_——— 

Springfield, Illinois—The St. John’s Hospital, 
Springfield, Illinois, is planning a new hospital and 
nurses’ home to cost $1,250,000. Construction will 
start at an early date. 

i 

Corydon, Indiana—Construction of the new 
$650,000 Southern Indiana Tuberculosis Hospital, 
Corydon, Indiana, has been inaugurated. It is 
expected to be completed and ready for occupancy 
before the end of this year. 

eeiiliiatianie 

Creston, Iowa—The Creston Greater Commu- 
nity Hospital, Creston, Iowa, deeded its $100,000 
institution to the Board of Supervisors of the 
Union County Hospital Board. The Creston 
Greater Community Hospital was a non-profit or- 
ganization owned and operated by a group of 
philanthropic citizens of Union County. 

ene eee 

Waterloo, Iowa—The Lutheran Good Samaritan 
Society, Waterloo, Iowa, will assume charge of the 
Allen Memorial Hospital of Waterloo, according 
to the receiver for the property. 

—_—@j——. 

Colby, Kansas—Two pioneer women of Thomas 
County have made gifts for the purpose of build- 
ing a hospital in Colby, Kansas. The nearest 
hospitals, both small, are forty miles from this 
community. The plans call for the construction 
of a building to cost $60,000. 
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Auncuncement 


PHYSICIANS’ RECORD COMPANY has taken over the 

hospital forms department of THE FAITHORN COM- 

PANY. Hospitals which have purchased the Faithorn 

forms will now have the advantage of the enlarged 

service of the Physicians’ Record Company, publishers 
of over 800 standardized forms for every hospital 
department. 
System of Hospital 
Accounting 
Devised by Penn-Ward 

A Simple ... Flexible... 

Low-Priced System for the 

large or small hospital. No 

installation cost. Approved 

by the A. H. A, 

Hospital Abstract Service 
“An Expanding 
Encyclopedia” 

A subscription brings you 

each month abstract cards 

on the best hospital articles, 
culled from over 100 jour- 
nals. 

FREE Booklet on System of 
Medical Records 

A handy reference - booklet 

to guide you in the selec- 

tion of the proper standard- 
ized forms for patients’ 
charts, admitting, and other 
depts. Send for your copy 
today! 


PHYSICIANS’ RECORD CO. 


The Largest Publishers of r 
Hospital and Medical Records ] STANDARDIZED 


. FORM 
Chicago, Ill. 
1 2-39 for Every Hospital 
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161 W. Harrison St. 
































A Monthly Magazine 
A Daily Reference Book 


The American 
Journal of Nursing 


The Magazine of 
The American Nurses’ Association 
and 
The National League of Nursing Education 


The American Journal of Nursing H 2-39 
50 West 50th Street, New York City 
Please send The American Journal of Nursing 


1 year $3 1 2 years $5 1 
(Canada 50c extra a year) 
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Operating Room 
Equipment 
Furniture 
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LINENS 


The Will Ross Linen Department is 
headed by qualified specialists who 
know manufacturing sources in the 
world markets. They buy direct from 
these mills. They know hospital require- 
ments. They make selections on a basis 
of special suitability for specialized 
service. ‘‘White Knight” linens are 
never “peddled” to us by brokers 
... nor do we pick up “job lots” of 
unapproved merchandise. 










These are some of the reasons why all 
Will Ross Linens carry our unqualified 
guarantee. This same guarantee also 
applies to every one of the 6,000 
specially selected items carried in 
our 16 specialized departments. 















WILL URS INCORPORATED 


Wholesale Distributors and Manufacturers 
of Hospital Supplies 
3100 WEST CENTER ST. . MILWAUKEE, WISCONSIN 





Kansas City, Kansas—The University of Kan- 
sas Hospital, Kansas City, Kansas, is planning 
new construction to cost $800,000. This is financed 
by Federal and State appropriations and private 
gifts. 

The new two-story addition to the Hixon labora- 
tory was made possible through a gift of $120,- 
000 by a private donor. 

jaca halle 

LaPlata, Maryland—The new Physicians’ Mem- 
orial Hospital, LaPlata, Maryland, which will 
contain a large experimental laboratory, will be 


opened March 1. 
——_< 


North Attleboro, Massachusetts—Plans have 
been drawn for an addition to the Macreth Memo- 
rial Hospital, North Attleboro, Massachusetts. 


-Construction will be started by March 1. 
—_——g@—___—. 


Adrian, Michigan—The contract has _ been 
awarded for the construction of a new $95,000 
hospital in Adrian, Michigan. James E. McVea 
is President of the Hospital Board. 

speeialiabliaatie 

Quitman, Mississippi—The Quitman Lions Club 
is sponsoring the construction of a Community 
Hospital for Quitman, Mississippi. 

cuiihaiiailiniiiaiaias 

Columbus, Missouri—The cornerstone for the 
new Ellis Fischel State Cancer Hospital, Colum- 
bus, Missouri, was laid on December 9. 

saci ats 

Alliance, Nebraska—Mother Chelsa, Mother Su- 
perior of St. Joseph’s Hospital, Alliance, Nebras- 
ka, announces the completion of the new nurses’ 
home. The new home will provide accommoda- 
tions for forty-five nurses and cost $67,000. 

sotndaipliiainaalbiis 

Newark, New Jersey—Plans are being made for 
an expenditure of $1,100,000 for improvements to 
the Newark City Hospital, Newark, New Jersey. 

williams 

Batavia, New York—The new Infirmary at the 
Genesee County Home, Batavia, New York, which 
has been erected at a cost of $135,000, will be 
completed by February 1. 

—isdsdiatiiatesae 

Durham, North Carolina—Plans for a two-hun- 
dred-room addition to the Duke Hospital, Durham, 
North Carolina, were announced on December 16. 
The new unit will be five stories in height and 
have a frontage of 185 feet, increasing the bed 
capacity to 550. 


aniline 

Rolla, North Dakota—Contract for the con- 
struction of a new Municipal Hospital, Rolla, 
North Dakota, has been awarded. When com- 
pleted, the building will cost in the neighborhood 
of $40,000. 


122 


Sharon, North Dakota—The new hospital of 
Sharon, North Dakota, was dedicated on Decem- 
ber 7. 


saismenlita es 

Cleveland, Ohio—Construction work on the new 
Veterans’ Hospital at Blossom Hill, Broadview 
Heights Village, started the middle of January. 
The general contract totals $1,141,750. 


1 nels 

Beaver Falls, Pennsylvania—Ground has been 
broken for the construction of a new one hundred 
bed hospital addition to the new Beaver County 
Home, Beaver, Pennsylvania. The building will 
cost $160,000. 


PROT ee 

Chattanooga, Tennessee—Construction has been 

started on the new nurses’ home for the T. C. 

Thompson Children’s Hospital, Chattanooga, Ten- 

nessee. When completed, the building will cost 
$75,000. 


te i 
Beaumont, Texas—Plans are under considera- 
tion for the erection of a new $600,000 hospital 
building for Hotel Dieu, Beaumont, Texas. 


aan al 

Fort Worth, Texas—Excavation has been com- 
pleted and concrete is being poured for the con- 
struction of the new $750,000 addition to the Unit- 
ed States Public Health Service Hospital, Fort 
Worth, Texas. Dr. W. F. Ossenfort is the medical 
officer in charge. 


——<————— 
McKinney, Texas—Bonds amounting to $60,000 
have been sold, and construction on the new addi- 
tion to the City Hospital, McKinney, Texas, will 
be inaugurated within a short time. 
Miss A. B. Smith is superintendent of the hos- 
pital. 


a 

Troup, Texas—The Patterson Memorial Hospi- 
tal, Troup, Texas, was dedicated on December 18. 
The hospital was a gift of Miss Gillie Patterson, 
and was erected as a memorial to her parents, 
H. J. and Abigail Patterson, old residents of 
Troup. 


a 

Ogden, Utah—The Utah State Tuberculosis 
Sanatorium, Ogden, Utah, now under construc- 
tion, will be completed by the middle of March. 
The new building will cost $182,000. 


——_.g—— 
Martinsville, Virginia—Plans for the construc- 
tion of the new hospital at Martinsville, Virginia, 


to cost $60,000, have been approved. 
——_—— 
Morgantown, West Virginia—Ground was brok- 
en on December 14 for the construction of the new 
$250,000 annex of the Monongalia County Hospi- 


tal, Morgantown, West Virginia. 
a 


Marinette, Wiconsin—The contract for the con- 
struction of the new Marinette County Hospital, 
at Marinette, Wisconsin, which will cost $250,000, 
was awarded on December 24. 
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What’s the 
Half Light Mean? 


Same as full light—nurse is wanted in the room. 


BUT—the dark half indicates that one of the twin lamps is dead 
and should be replaced! 


Connecticut Corridor Lamp Stations are twice as dependable be- 
cause they have two lamps, wired in multiple, with a barrier 
between. Should one lamp fail, only half the dome is darkened 
—a signal to “come fix.” 


And another thing—the domes are translucent plastic: white, 
easily cleaned, light in weight, fireproof and hard to break. 


Look to Connecticut for the latest refinements in Hospital Signal- 
ing Equipment. Would you like to see our catalog? 


(GONNEGTIGUT 


SEL. & ELECTRIC CORPORATION 
Established 1894 


Division of Air Devices Corporation 


MERIDEN ....... .. CONNECTICUT 




















What is Cheaper 
than 8-A-F-E-T-Y 


Were this baby identification to cost the hos- 
pital triple its present modest price .. . it 
would be cheap. For its sealed-on-at-birth 
name is insurance against that type of human 
fallibility which can cost a hospital a goodly 
share of its reputation for watchful care over 
patients . . . a claimed mix up of babies. 


DEKNATEL 
Name-on 
FATE 


Beads * 
(= ‘_ Let such a news 
Ch— oF ’ item once reach 
Write -~ 7, the public press 
if : 





DON’T TEMPT 


for ; and your staff, 
sample. 4 ; your superinten- 
’ | gan / dent and your 
k d equipment will all 
ee lower in the pub- 

lie’s estimation. 


Deknatel Name- 
on Beads are fool 
proof... and can 
be used as a neck- 
lace or a bracelet. 
They are the orig- 
inal baby beads, 
are made in Amer- 
ica and their cost 
is low. 


DEKNATEL 


96th St., Queens Village, L. I., New York 
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, ApEn LENCE 


This is the beginning of the 94th year. Since 
1845 Marvin-Neitzel has been making apparel 
for hospitals and their personnel. During those 
94 years this apparel has been building a rep- 
utation for quality—excellent material, pos- 
sibly a little better than may seem necessary— 
careful workmanship, attention to seams, but- 
tons; the little things that make a garment a 
worth-while product—and styling. 


As the years rolled on, our designers kept step 
with the trend always with an eye to the im- 
provement in appearance of Marvin-Neitzel 
garments. That is the natural consequence of 


experience. 


You can’t make hospital apparel 94 years with 
an increasing business during those years un- 
less the product you manufacture is good value. 
Consequently, this 94th year we are offering 
complete uniform outfits that are superior— 
better garments which you will agree are worth 


every penny you pay for them. 


MARVIN-NEITZEL 
CORPORATION 


Since 1845 NEW YORK 
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